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Loudoun County EMS Council, Inc 
 


2012 Protocol Revisions 
 
These protocols have been designed and developed to provide Loudoun County EMS 
providers guidance and direction in providing care to patients.  They are not all-inclusive 
and are not intended to provide an answer to every possible situation that may be 
encountered. Providers may find that a given patient won't always "fit" under a single 
protocol.  Providers may encounter a situation which is not covered in these guidelines 
and shall rely on their education, experience and sound judgment to make the proper 
decisions in the best interest of the patient.  While much of the treatment is authorized 
on standing order, consultation with on line medical control is available and providers 
are encouraged to use this resource to support medical decision-making as needed. 


 
The protocols are divided into cardiac emergencies, non-cardiac emergencies and 
trauma emergencies and are alphabetized by protocol title. The protocols do not stand 
alone but rather are linked to the General Directives, Policies and a procedure guide 
which covers the performance of skills. 


 
Each protocol has the following sections: 


 
Signs and Symptoms 


 
This section provides a list of some of the key signs and symptoms that may be 
present in a patient treated under the protocol.  Importantly, a given patient is 
unlikely to have all of the signs/symptoms listed and the lack of one sign or 
symptom may not "rule out" an illness/injury.  Pertinent findings including the 
presence or absence of key signs and symptoms should guide treatment 
decisions and should be documented to support decision-making. 


 
History 


 
When patient condition allows, a thorough history can help guide a focused, 
organized treatment plan.  Certain elements of the history should be obtained in 
nearly all patients (SAMPLE, OPQRST).  In the protocol, the history section 
provides a reminder of other key points which may help guide medical decision 
making. 


 
Differentials 


 
The importance of formulating a broad differential diagnosis cannot be 
overemphasized. This section contains some of the possible diagnoses which 
could be causing the patients signs/symptoms. The list generally includes the 
most common and the most dangerous conditions that could be present. The list 
is not exhaustive; it is not practical to list all possible diagnoses for a given 







complaint.  As history is collected and signs/symptoms are noted, the long list of 
possible causes of the patient's condition should become more focused.  It is 
important to continue to consider alternative field diagnoses even after treatment 
is started. The patient's response to treatment may further hone the differential 
diagnosis. While a certain diagnosis may seem like the most likely explanation, 
be open to and watchful for alternate diagnoses especially those which represent 
a threat to life or limb. 


 
WARNINGS 


 
This section highlights warnings about drugs or other interventions. The yellow 
exclamation point inside a black circle is found in the protocol to alert providers 
that there is a warning associated with the drug or intervention that is indicated. 


 
Care 


 
The center column provides guidelines for patient care.  The flow of the diagram 
provides a general guide to the order of care.  Specific circumstances or patient 
presentations may require a deviation from the order presented and prudent 
provider judgment is encouraged. 


 
These protocols are guidelines for all levels of providers.  Symbols have been 
provided to indicate what actions can be performed by each level of provider 
within their scope of practice. The symbol precedes the corresponding 
order/action.  In some cases, a symbol will define the scope for multiple steps as 
a continuation of care at that provider level until the next symbol is reached.  B 
and E providers will note that their care guideline directive may begin but then will 
have to skip further down the flow chart to the next time that their provider-level 
symbol appears. 
The cardiac rhythm-specific protocols (Vfib, asystole etc.) do not have 
guidelines for B and E providers as these protocols are only begun upon 
diagnosis of a specific heart rhythm by and EMT-I/P. 


 
A green box with the level of provider indicates what treatment may be given on 
standing order by providers at that level of local authorization. The following key 
is to be used: 


 
B- EMT B 


 
E- EMT-Enhanced 


 
I-EMT-Intermediate 


 
P- EMT-Paramedic 







A red octagon (Stop Sign) is used to indicate steps that require on line medical 
control authorization. The provider level within the symbol refers to which 
provider may perform the treatment after on line medical control authorization. 
This symbol does not mean that care is to stop at this step. This symbol is a cue to 
stop and consult medical control for authorization to perform that step. 


 
 
 
 
 
 
 
 
 


NOTE: Locally authorized first responders may perform a skill that an EMT has a 
standing order to perform. First Responders will not be authorized to perform any 
skill that an EMT needs medical control authorization. For example: An EMT may 
assist a patient with their prescribed nitroglycerin with medical control orders. A 
First Responder would not be authorized to do so. 


 
Although the care section ends, the treatment of the patient shall continue in an 
organized and logical manner with a general goal of stabilization and transport to 
definitive care at the Emergency Department. All steps may not be completed due 
to adequate response to initial treatment or arrival at hospital prior to completion. 
 
Pediatric dosing for medication is given in weight-based form and is highlighted by a 
pink box.  Use the Broselow® tape to guide weight-based dosing.  The listed Adult 
dose is also the maximum possible weight-based dose for a larger pediatric patient.  
Pediatric patients shall not be given a dose in excess of the adult dose listed 
regardless of weight.  Smaller adults may benefit from weight based dosing as well, 
consult medical control for further guidance as needed. 


 
 
 


Pearls 
 


This section provides "pearls of wisdom" a term often used in medicine to describe 
helpful facts and considerations to aid patient care. They are listed in no particular 
order.  Pearls may provide alternative care strategies or suggestions. 
In some instances considerations for alternate medications are listed. If there is 
no reference to administer on standing order, the provider shall contact medical 
control for authorization to use.   Pearls have not been designated ALS or BLS 
though some are pertinent to ALS-level care.  While many pearls apply to both 
adult and pediatric patients, pearls specifically for pediatric patients are in pink 
text. 
 
 
 
 


 
Performance Indicators. 







 
They have been listed in most protocols to give providers an idea of what the 
Operational Medical Director is expecting to be accomplished when caring for a 
patient. In some instances the performance indicators may not be accomplished in 
the time that the patient is in the providers care. They are designed to give 
providers benchmarks to aim for. 
 
 


The protocols, policies, and procedures found within are hereby authorized and placed 
into effect as of  August 1st, 2012  . 


 


 


                                                       
 
John I. Morgan, MD, OMD Leo C. Kelly, PA, LCEMSC 
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Acute Coronary Syndrome/Chest Pain/STEMI  
 


  


  
 
 


 
 


 


 
 


 


 


 


 


 


 


 


 


 


 


 
 
 
 
 
 
 
 


 


 
 


 
 


Signs and Symptoms 


� Chest pain, tightness, pressure, aching 
� Location of discomfort (substernal, 


epigastric, arm, jaw, neck, back)  
� Pain may radiate  
� Pale and/or diaphoretic skin  
� Shortness of breath  
� Nausea, vomiting 


Dizziness/weakness/syncope 
 
History 
 
� Past medical history 
� ACS Risk Factors: 
 Age 
 History of coronary artery disease 
 Hypertension 
 Diabetes 
 Smoking 
 High cholesterol 
 Cocaine use 
 Strong family history 
� Medications/allergies 
� OPQRST  


 


Differentials 
 
� Trauma vs. medical 
� Angina vs. acute MI 
� STEMI 
� Pulmonary embolus 
� Aortic dissection or aneurysm 
� Spontaneous pneumothorax 
� Pericarditis 
� Cocaine use 
� Acid reflux/esophageal spasm 
� Chest wall pain 
� Pleurisy (lung pain) 


 


� Cardiac chest pain is very rare in children.  
Provide supportive care, consider other 
causes and consult medical control as 
needed for treatment.  


Pearls  
� 12 Lead transmission must be 


done if provider suspects STEMI 
or if provider needs medical 
control physician consult on 
EKG findings (e.g. possible 
STEMI, uncertain rhythm).  
Routine transmission of other 12 
leads is not necessary. 


 


� Consider all causes of chest 
pain. 


 


� Monitor patient for hypotension 
after drug therapies. 


 


� When possible, 1st dose of 
Nitroglycerin should be given 
within 10 min. of arriving to 
patient. 


 


� If there is difficulty establishing 
an IV, 1st dose of Nitroglycerin 
may be given if SBP is 100 
mmHg or greater. 


 


� Diabetics, women and elderly 
with ACS may have atypical pain 
or generalized complaint of not 
feeling well. 


 


� Patients with STEMI need to be 
transported expeditiously to the 
destination directed by Medical 
Control. 


 


� If a STEMI is suspected, a 2nd IV 
line should be established when 
able. 


 


� If an inferior wall or right-sided 
MI is suspected, consult with 
medical control and insure IV 
access is established prior to the 
administration of Nitroglycerin.  


 


� Fentanyl (Sublimaze©)  50-100 
mcg may be administered on 
standing order as an alternative 
if allergic to Morphine . 


 


� Fentanyl (Sublimaze® ) or 
Morphine Sulfate may be 
administered IM if unable to 
establish IV access. 


  WARNINGS 


  Performance Indicators  


Is pain suggestive of cardiac origin? 


No 


Yes 


Consider the causes and manage 
accordingly. Consult Medical 
Control as necessary. 


Determine if SBP >100 mmHg 


Yes No 


Assist patient with 
prescribed Nitroglycerin 


OR 
 


Nitroglycerin 0.4mg SL  
q 5 min. until pain free, 
SBP < 100 mmHg, or 3 


doses are given. 


Morphine Sulfate 2 mg slow 
IVP over 2 min., repeat every 5 
min. to maximum of 10 mg or 


pain free or SBP < 100 mmHg. 


Deliver 250 cc 
Saline bolus . 
Repeat one 
time PRN. 


Once the  
SBP is > 100  


mmHg 


Consider repeat 12 lead en route as  
STEMI may evolve even if not 


shown on initial 12 lead.  If chest 
pain is not resolved after above 


measures consult Medical Control 
for additional doses of 


Nitroglycerin or Morphine . 


� Patient’s chest pain is resolved. 
 


� Minimal delay initiating 
treatment. 


 


� Prompt transport. Goal: On 
scene time less than 15 minutes 
when reasonable. 


 


� 12 lead ECG acquired on all 
patients with suspected 
pain/discomfort of cardiac origin. 


Do not administer aspirin if full 
dose is already taken within 24 hrs, 
allergy, or evidence of active 
cerebral or GI/GU bleed. 
 


Do not use 12 lead to “rule out” 
cardiac pain. Many patients with 
acute coronary syndrome may have 
normal or non-diagnostic 12 lead. 
 


Do not administer Nitroglycerin 
(Nitrostat®) if patient has taken any 
sexual enhancement drugs (Viagra, 
Levitra, Cialis) in last 48 hours or has 
taken Revatio® (Sildenafil) for 
Pulmonary Hypertension. 
 


Follow General Directiv e #3, 
Orders for all Patients.  


Administer 324 mg Low Dose Aspirin  


Establish IV access 
 


Acquire 12 lead EKG 
and continue 3 lead 


monitoring. 


Cardiac Emergencies Protocol 1 


Loudoun County Emergency Medical Services Council, Inc.       Origin: 3/04 Revision: 2/13 
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Care: Adults Only 


Pediatric Pearls 
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Asystole/Pulseless Electrical Activity  
 


 
Care: Adults and Pediatrics 
 


 
 


 


 
 
 
 


 
 


  
 
 


 
 


 
 


 
 


  
 
 
 
 


 
 


 
 
 


 
 
 


 
 


 
 
  
 


  
 
 


 


 
 
 
 
 


 
 


 
 
 
 
 
 


 
 


 
 
 
 
 
 
 
 
 


 
 
 
 
 
 
 
 


L o u do u n  Co u nt y  E m e r g e nc y  M e d i ca l  S e r v ice s  C ou n c i l ,  I n c .  Origin: 3/82 Revision: 2/13 


Signs and Symptoms 
� Pulseless 
� Apneic 
 


 


History 
� Prior cardiac event 
� Significant trauma 


� Downtime 


� Bystander CPR 


 
 
Differential  
 
� DOA 
� Lightening/electrocution  
� Sudden death/arrhythmia 
� Reversible Causes 


o Hypovolemia 
o Hypoxia 
o Hydrogen Ion (acidosis) 
o Hypo/Hyperkalemia (potassium) 
o Hypothermia 
o Hypoglycemia 
o Tension Pneumothorax 
o Tamponade, cardiac 
o Toxins/Overdose 
o Thrombosis, pulmonary  (PE) 
o Thrombosis, coronary (MI) 


 
 


 


Pediatric Pearls 
 


���� Most common cause of PEA is 
hypovolemia so rapid fluid bolus is 
important. 
 


���� Proper airway management and 
oxygenation are also crucial. 


 If hypotensive, 
refer to  
Cardiac 


Emergencies 
Protocol # 7 
Hypotensive 


Emergencies. 


If normotensive, 
treat potential 
causes and 


monitor patient. 


If rhythm persists, 
consider reversible 
causes of PEA and 


treat. Consider 
referring to General 
Directive # 4 Death 


Determination/ 
Initiation 


Resuscitation. 


If rhythm 
changes, refer to 


appropriate 
protocol. 


If return of 
spontaneous 
circulation: 


Initiate advanced airway management 
when provider availability allows. 


Administer Epinephrine (1:10,000) 
0.01mg/kg up to 1 mg fast IV, repeated 


every 3 min. as long as the patient 
remains pulseless and CPR is being 


performed. 


Establish an IV or IO of Normal Saline 
and initiate 20ml/kg bolus up to 1000ml . 


Confirm asystole in two EKG leads. If at 
any time rhythm changes, refer to 


appropriate protocol. 


Follow General Directive #3, 
Orders for all Patients and 


Cardiac Emergencies 
Protocol # 4 Cardiac Arrest. 


Pearls 
 
� A 10-20 ml saline flush 


immediately following each IV 
drug administered during 
resuscitation is key in 
maximizing medication 
effectiveness. 
 


� Drugs should be prepared in 
advance of their potential use 
and should be administered to 
the patient in cardiac arrest 
during the active performance 
of CPR. 
 


� Endotracheal drug 
administration is unpredictable 
and undesirable.  If unable to 
establish IV/IO access 
promptly contact Medical 
Control for direction. 
 


� Hypothermic, overdose and 
drowning patients should be 
identified to Medical Control as 
longer resuscitative efforts may 
be indicated. 
 


� If invasive procedures have 
been performed on a patient 
for whom resuscitative 
measures have been 
terminated by the LHC Medical 
Control, the ALS AIC shall 
accompany the body to a LHC 
facility. 
 


� If hyperkalemia is suspected 
(renal failure, dialysis), 
consider on standing order 
Sodium Bicarbonate 
1mEq/kg up to 50mEq  and/or 
Calcium Chloride (10% soln), 
0.1 ml/kg up to 10ml.  


 


� Proper rhythm recognition 
and treatment. 
 


� Documentation to include 
efforts to identify and treat 
causes of PEA. 


Performance Indicators 


Cardiac Emergencies Protocol 2
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Bradycardia  
Cardiac Emergencies Protocol 3


  Care: Adults and Pediatrics
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Consider external 
transcutaneous 
pacing.  Consult 
medical control if 
sedation required. 


Signs and Symptoms 


n  Pulse less than 60 BPM	
  
n  Hypotension	
  
n  Weakness 
n  Dizziness 
n  Syncope 
n  Decreased level of consciousness or 


agitation 
n  Chest pain 
n  Hypotension 
n  Signs of CHF such as rales, JVD 
n  Dyspnea 
n  Diaphoresis	
  
	
  


History 
 


n  Heart problems, (pacemaker,     
previous MI) 


n  Medications/Allergies 
n  Possible overdose	
  


Differential 
	
  


n Acute Myocardial Infarction 
n Drug reaction/overdose (beta blocker, 


calcium channel blocker, 
organophosphates/nerve agents) 
n Hypothermia 
n Metabolic abnormalities 
(hypoglycemia, electrolyte/endocrine) 
n Increased intracranial pressure 
n Vasovagal response 
n Athletic physiology	
  


Pediatric Pearls 
	
  


n  * Symptomatic bradycardia for 
pediatrics: signs of poor perfusion. 


 
n  Infants and young children with signs 


of poor perfusion and HR <60 require 
CPR. 


 
n  Note minimum dose for Atropine is 


0.1mg. 
 
n  Think airway or respiratory failure as 


potential cause and provide early airway 
management and oxygenation. 


 
n  Check glucose & treat hypoglycemia 


when indicated. 
 


  


 


 


 


 


 


Continue monitoring and 
 be prepared to treat if 


symptoms develop. 


Does the patient have clinical findings 
consistent with symptomatic 


bradycardia? *  


Initiate cardiac monitoring,  
acquire 12 lead EKG. 


Establish IV of Normal Saline  
at a KVO rate.  If hypotensive, administer 
fluid bolus as per Cardiac Emergencies 


Protocol #7.  
	
  


Follow General Directive #3, 
Orders for all Patients 


Keep patient supine, may elevate legs if 
tolerated. 


Pearls 


n For pacing, adjust heart rate 
to 70 in adults, 100 in children 
with slow increase in current 
output until capture. 


 
n If no capture at maximum 


output, discontinue pacing. 
 
n For adults, bradycardia is 


defined as a pulse less than 
60 but treatment will generally 
not be necessary unless 
pulse falls below 50 with 
symptoms of hypoperfusion. 


 
n *Symptomatic bradycardia for 


adults: (pulse less than 50 
bpm) with decreased level of 
consciousness, chest pain, 
dyspnea, or hypotension 
(SBP < 90 mmHg). 


 
n If no improvement with first 


dose of Atropine especially 
with high degree (2° Type II 
or 3°) heart block, do not 
delay pacing. 


 
n Effective December 2013, 


Premixed Dopamine 
(Intropin®) will typically be 
supplied as 400mg in 250 ml 
(1600 µg/ml). Note this new 
“standard” concentration. 


 
n Example Dopamine flow rates 


(1600mcg/ml concentration): 
 


Micrograms/ 
minute 


 Microdrops/ 
minute 


200 = 7.5 
400 = 15 
600 = 22.5 
800 = 30 


 
 


n Symptomatic Bradycardia 
recognized and treated 
appropriately before 
contacting medical control. 


 
n Any delay in patient care 


is minimized.  
 
n Other conditions or 


circumstances that could 
lead to bradycardic 
presentation recognized 
when appropriate. 


Atropine 0.5 mg FAST IV. 
If condition does not 


improve prepare to pace, 
may repeat dose of 0.5 mg 


every 5 min. up to 3 mg.  	
  
 


External transcutaneous 
 pacing, sedate PRN with 


Midazolam (Versed®) 
 2.5 mg IV after 


mechanical capture. 


Consider Dopamine 
(Intropin®) starting at 
 5 mcg/kg/min. titrating 


to effect with a dose 
range of 5-20 
mcg/kg/min. 


Yes	
  
Adult	
  


Yes	
  
Peds	
  


 


Epinephrine 
(1:10,000) 0.01 mg/kg 
IV, repeat dose every 


3-5 minutes. 


 


Atropine 0.02 mg/kg 
IV, (not to exceed 


0.5 mg/dose).  
Minimum dose is 


0.1mg.  May repeat 
once.	
  


No	
  


WARNINGS 


Do not delay pacing in unstable 
patients.  If difficulty securing IV 
access, may proceed directly to 
pacing. 
 


! 


! 








Performance Indicators 
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Cardiac Arrest  
Cardiac Emergencies Protocol 4 


 
 
 


Care: Adult and Pediatric 
 
 


 
 
 


 
 
 


  
 


 


 


 


 


 


 


 


 
 


 
 
 
 


 
 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


 
 
 


 
   


 
 
 
 
 
 
 


 
 
 
 


 
 


L o u do u n  Co u nt y  E m e r g e nc y  M e d i ca l  S e r v ice s  C ou n c i l ,  I n c .  Origin: 3/10 Revision: 2/13 


Signs and Symptoms 
� Unresponsive 
� Apneic 
� Pulseless 


History 
� Events leading to arrest 
� Estimated downtime 
� Witnessed vs. unwitnessed 
� Quality bystander CPR 
� Past medical history 
� Medications 
� Existence of terminal illness 
� Signs of lividity, rigor mortis 
� DNR 


Differential 
� Medical vs. Trauma 
� V.Fib 
� Pulseless V.Tach 
� Asystole 
� PEA 


Pediatric Pearls 
� Use length/weight-based calculator 


(Broselow tape) to assist with dose 
calculations and equipment size. 


 
� If available, use pediatric attenuation 


AED device for child <8yo.  If not 
available may use non-attenuated 
AED (full adult dose) for children of 
any age including infants.  


 
� Many pediatric arrests are due to 


airway problems. Remember A then 
B then C for pediatrics.  


 
� Think airway or respiratory failure as 


potential cause 
 
� If advanced airway placed, ventilate 


at rate of:  
o 30 for Neonates 
o 20 for Toddlers 
o 15 for School age 
o 10 for Adolescents 


 
 


Pearls 


� Success is based on proper 
planning, teamwork and 
execution.  Quality BLS skills and 
early use of AED/ Defibrillator are 
vital. 


� Procedures require space and 
patient access. Make room to 
work. 


� Reassess airway frequently and 
with every patient move. 


� Excessive/prolonged attempts to 
intubate when BVM techniques 
are effective may be harmful. 


� Proper compressions should be 
deep and fast. 


� Once an advanced airway is 
placed (King or ET tube) there is 
no need to pause compressions 
for deliver ventilations. 


� Utilize chest compression device 
when available. 


� Interrupt compressions only as 
per AED Procedure. 


� Do not hyperventilate patient. 
Ventilate no more than 10 
breaths per min. in adults (1 
breath every 6 seconds).  Over-
aggressive ventilations can 
impede venous return and 
worsen cardiac output. 


� ETCO2 can provide feedback on 
resuscitation efforts.  Persistently 
low values (<10 mm Hg) during 
CPR in intubated patients may 
suggest that ROSC is unlikely.  
Increase in levels may be an 
early indication of ROSC. 


If cardiac arrest results from cold 
water drowning or hypothermia, 
assess pulse for 1 min. 


� Organized command presence 
with clear designation of roles. 


� Minimal chest compression 
interruption. 


� Rapid initial rhythm assessment 
and treatment. 


� Proper decision-making on 
initiating/terminating 
resuscitation. 


Follow General Directive #3, 
Orders for all Patients. 


Does the patient meet criteria for death determination? 
As per General Directive #4 Death 


Determination/Initiation of Resuscitation 


Yes No 


Withhold 
resuscitation 


Perform CPR per AHA guidelines 
while preparing AED or Manual 


Defibrillator. 


Automated Defibrillation Procedure 
 


OR 


Assess Rhythm 
Go to appropriate protocol: 


 
Cardiac Emergencies #2 


Asystole/PEA 
OR 


Cardiac Emergencies #9 
Pulseless V-Tach/V-Fib 


Initiate advanced airway 
management per Non-Cardiac 


Emergencies #1 Airway 
Management 


May initiate IV/IO access if 
time and resources permit. 


Initiate transport if I/P not on scene 


WARNINGS 


! 








 
 


L o u d o u n   C o u n t y   E m e r g e n c y   M  e d i c a l   S e r v i c e s   C o u n c i l ,   I n c .


 Congestive Heart Failure
  


 
 
  


 
 
 
 


                
 


 
 
  


Signs and Symptoms 
 
� Difficulty breathing 
� Positioned upright 
� Unable to speak full sentences 
� Pale, cyanotic, cool 
� Bilateral rales, rhonchi 
� Possibly wheezing 
� Distended neck veins 
� Tachypnea 
� Tachycardia 
� Hypertension 


 
History 
 
� Orthopnea 
� Past similar episodes 
� “Wet” cough without fever 
� Cardiac history-previous MI 
� CHF 
� Hypertension 


 
Differentials 
� Respiratory infection 
� Pneumonia 
� Asthma 
� COPD 
� Toxic exposure 
� Aspiration 
� Myocardial infarction 
� Renal failure 
� Medication non-compliance 
 
 
Pediatric Pearls:  
� CHF is rare in children and often the 


result of cardiac anomalies or 
dysrhythmias. 


� Consult Medical Control for guidance. 


Do not administer Nitroglycerin  
(Nitrostat®)  if patient has taken any 
sexual enhancement drugs (Viagra, 
Levitra, Cialis) within last 48 hours 
or has taken Revatio® (Sildenafil) 
for Pulmonary Hypertension. 
 
Do not administer Furosemide 
(Lasix®)  if the patient possibly has 
pneumonia, for example has a fever 
with unilateral rales and or rhonchi. 
 
Do not administer Aspirin  if full dose 
is already taken within 24 hrs., allergy 
or evidence of active cerebral or 
GI/GU bleed. 
 
CPAP is contraindicated if 
SBP < 90 mmHg. 


! 


! ! 


! 


! 


! 


WARNINGS 


Care
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Cardiac Emergencies Protocol Congestive Heart Failure  
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Pearls
 


�


�


�


�


�


�


�


�


�


Follow General Directive #3,  
Orders for all Patients. 


Position upright (if SBP < 90 mmHg 
maintain supine and follow Cardiac 


Emergencies Protocol #7 Hypotension). 


Establish IV access. 


Does Patient present with increased work 
of breathing, accessory muscle use, 


RR > 24 and/or SpO2 < 90%? 


 
 


No Yes 


CPAP 10 cmH2O 


(P) (I) 
Acquire 12 lead 
EKG continue 3 


lead monitor. 
If anxious, consider 
2.5 mg Midazolam 


(Versed® ) IV  


If SBP > 100 mmHg administer 
Nitroglycerin 0.4 mg SL every 5 min. 
(discontinue use if SBP < 100 mmHg) 


Reassess, if no improvement after 3 
Nitroglycerin with SBP > 140 mmHg 


administer Furosemide (Lasix®) 40 mg IV 
over 1 min. 


Reassess. If no improvement or 
worse administer Morphine 2 mg IV 


over 2 min. Repeat every 5 min. 
maximum of 10 mg or 
SBP is < 100 mmHg. 


Reassess. 
If no improvement or worse in 20 min.: 
Second dose Furosemide (Lasix®) 


40 mg IV over 1 min. 


�


! 


! 


(E) 


(E) 


(E) (I) (P) 


Care: Adults only 


(E) 


Revision: 2/13 


Cardiac Emergencies Protocol 5 


 
 
Pearls  
 


� Be alert for deterioration in mental 
status. 


� Bradycardia is an ominous sign. 


� If tachypneic, coach the patient to 
slow their respiratory rate. 


� Discontinue Nitroglycerin  
administration if the patient 
improves with CPAP. 


� If the patient is wheezing and has a 
COPD history Albuterol  2.5 mg & 
Atrovent  0.5 mg HHN may be 
administered. 


� If the patient improves but does not 
tolerate CPAP, up to 2.5 mg 
Midazolam (Versed®)  may be 
administered with medical control 
orders. 


� If patient presents with signs and/or 
symptoms consistent with ACS 
(Acute Coronary Syndrome) 
administer Aspirin  324 mg. 


� If patient presents with severe 
respiratory distress CPAP should 
be initiated before IV access is 
obtained. 


� Monitor for respiratory depression 
and hypotension associated with 
Midazolam  (Versed® ). 
 


� Patient improvement noted by 
decrease in work of breathing, 
respiratory rate is between 12 
and 20, and a decrease in 
audible rales. 


 


Performance Indicators 








P I


 


 Performance Indicators  


P I E B 


P I E B 


P I E 


P I E 


P I 


P I 


Hypertensive Emergencies   
Cardiac Emergencies Protocol 6 


 


 
 


 
 


  
 


 
 
 


 


  


  


 


 


 
 


 
 


 


 


 
 
 


 


 


 
 
 
 
 
 
 
 
 
 
 
 


WARNINGS 
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Signs and Symptoms  
� SBP > 220 and/or DBP > 120 
� Headache 
� Nosebleed 
� Blurred vision 
� Dizziness 
� Nausea/vomiting 
 


History 
� Any signs and symptoms of stroke 


proceed directly to Stroke Protocol 
� Cardiac 
� Pregnancy 
� Medications (including use of sexual 


enhancement medications) 
 
Differential 
� Stroke 
� Head injury 
� Pre-eclampsia 
� Drug abuse (cocaine, amphetamine) 
� Medication noncompliance 
� Physical or emotional stress (pain, 


anxiety) 
� Renal failure 


 
Pediatric Pearls 
���� True Hypertensive Emergencies are rare 


in pediatrics; consult Medical Control 
Physician for guidance. 


 


 


Follow General Directive #3,  
Orders for all Patients.  


Repeat initial abnormal blood pressure in 
opposite arm to verify accuracy. Perform 
Cincinnati Stroke Scale exam. If suspect 


stroke, consult with medical control prior to 
treatment of BP in stroke patients. 


Establish IV of 
 Normal Saline at a 


KVO rate. 


If SBP ≥220 and/or 
DBP ≥120, Administer 


Nitroglycerin 
(Nitrostat® ) 0.4mg SL 
Repeat dose if BP does 


not improve by 10% 
in 5 min. 


Administer 
Furosemide (Lasix®) 


40 mg slow IV 


Initiate cardiac 
monitoring (consider 


12 lead if acute 
coronary syndrome is 


suspected). 


If SBP ≥ 220 and/or 
DBP ≥ 120, 
Administer 
Labetalol  


(Trandate® ) 10 mg 
given slow IV over 


2 min. If 
inadequate 


response 10 min. 
after 1st dose, 
administer 2nd 


dose of Labetalol  
(Trandate® ) 20 mg 


slow IVP over 2 
min. 


! 


Furosemide (Lasix® ) 
40 mg slow IV after 


2nd dose of Labetalol 
(Trandate® ) if 


inadequate response 
to Labetalol doses. 


If unable to obtain IV, 
administer Nitroglycerin 
(Nitrostat® ) 0.4mg SL. 


! 


Do not administer Nitroglycerin  
(Nitrostat® ) if patient has taken any 
sexual enhancement drugs in last 48 
hours or has taken Revatio® 
(Sildenafil)  for Pulmonary 
Hypertension. 


Labetalol  (Trandate® ) is 
contraindicated if pulse is below 60, 
history of active asthma/COPD. 


� Goal is 10-15% reduction in 
blood pressure with treatment. 


 
� Frequent reassessment of 


patient vitals. 
 
� Cincinnati Stroke Scale exam 


performed and documented. 


Pearls 


� Never treat hypertension on 
only one set of vitals. 
 


� Use manual cuff to confirm 
abnormal blood pressures. 


 
� Consider treating pain and 


anxiety first as this may reduce 
blood pressure substantially. 


 
� Hypertension may be 


associated with pulmonary 
edema, seizures, chest pain 
and altered level of 
consciousness.  


 
� Transport with head elevated 


when appropriate. 
 
� Abrupt or excessive decreases 


in blood pressure should be 
avoided. 


 
� Fluid bolus may be necessary if 


drop in BP is excessive (more 
than 15%). 


 
 


 
 
 


(E) 


Care: Adults only 
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Hypotensive Emergencies	
   Cardiac Emergencies Protocol 7	
  


Performance Indicators	
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Signs and Symptoms 
 
n Restlessness, confusion 
n Weakness, dizziness 
n Weak, rapid pulse 
n Pale, cool clammy skin 
n Delayed capillary refill 
 
History 
 
n Blood loss: 


o Vaginal 
o GI 
o Trauma 


n Fluid loss: 
o Vomiting 
o Diarrhea 
o Fever 
o Burns 
o Heat illness 


n AAA 
n Pregnancy/ectopic pregnancy 
n Infection/sepsis 
n Cardiac ischemia (MI, CHF) 
n Medications 
n Allergic reaction/anaphylaxis 
n History of poor oral intake 
	
  
Differential	
  
	
  
n Shock 
n Hypovolemic 
n Cardiogenic 
n Septic 
n Neurogenic 
n Anaphylactic 
n Ectopic pregnancy 
n Dysrhythmias 
n Pulmonary embolus 
n Tension pneumothorax 
n Medication effect/overdose 
n Vasovagal 
n Physiologic	
  
	
  


Pediatric Pearls: 
	
  
n Check blood glucose and consider sepsis, 


dehydration, trauma and 
ingestions/poisonings as common pediatric 
causes. 


 
n Tachycardia typically precedes hypotension 


with hypotension being a late and 
concerning sign in children. 


 
n Pediatric Hypotension guidelines. 


Hypotension generally defined as: 
o Over 10yo SBP <90 
o 1-10yo SBP <70 + (2 x Age in years) 
o 1-12mos SBP <70 
o Less than 1mo SBP <60 


 
	
  


Pearls 


n Effective December 2013, 
Premixed  Dopamine 
(Inotropin®) will typically be 
supplied as 400mg in 250ml 
(1600mcg/ml)   Note this new 
“standard” concentration. 


n Example Dopamine flow rates 
(1600mcg/ml concentration): 


Micrograms/ 
minute 


 Microdrops/ 
Minute 


200 = 7.5 


400 = 15 


600 = 22.5 


800 = 30 


 


n The presence of rales is not an 
absolute contraindication to an 
IV fluid bolus in severe 
hypotension but the patient 
should be closely monitored for 
signs of worsening respiratory 
status. 


 
n Adult hypotension can be 


defined as a SBP of < 90 mmHg 
with evidence of hypoperfusion. 


 
n A patient who has a history of 


poorly controlled hypertension 
may show signs of hypotension 
at pressures higher than 90 
mmHg systolic. 


 
n Avoid “over resuscitating” in 


situations of uncontrollable 
hemorrhage (GI bleed, 
chest/abdominal trauma, severe 
vaginal bleed). Raising the 
blood pressure excessively may 
worsen internal hemorrhage. 


 
n Consider all possible causes of 


shock and treat per appropriate 
protocol. 


 
n Use manual cuff to confirm 


abnormal blood pressures. 
 


 
	
  n Improvement in blood pressure 


with treatment. 
 
n Frequent reassessment of vital 


signs and lung sounds. 


Follow General Directive #3, 
Orders for all Patients 


Consider causes of hypotension and treat 
as appropriate. 


Position patient in modified 
Trendelenburg position as allowed with 


regards to airway and spinal precautions. 


Establish a large bore IV of 
Normal Saline.	
  


If unable to obtain IV, consider IO. 


Trauma	
   Non-cardiac/ 
non-trauma	
  


Cardiac/post 
resuscitation	
  


Initiate fluid 
resuscitation 


with treatment 
per Trauma 
protocol #4 


Major Trauma. 


Check for rales, 
20ml/kg up to 


1000 ml bolus of 
Normal Saline 


may repeat 
once if 


inadequate 
response. 


Check for rales, 
10ml/kg up to 


500 ml bolus of 
Normal Saline 


may repeat 
once if 


inadequate 
response. 


Consider Dopamine (Intropin®)  
starting at 5 mcg/kg/min and titrating to 


effect with a dose range of 
 5-20 mcg/kg/min to maintain SBP > 90. 


(I)	
   (P)	
  (E)	
  


Initiate cardiac monitoring 
and acquire  


12 lead 


Care: Adults and Pediatrics 
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Supraventricular Tachycardia (SVT)  
 


Cardiac Emergencies Protocol 8
 


P I 


!


Control rate 
administering 
Metoprolol 


(Lopressor® ) 
5 mg slow IVP 


over 2 min. 
Goal:  heart rate 


< 100 and 
maintain SBP > 


90 (Consult 
Medical Control 


for additional 
doses or for 
pediatrics). 


P I 


P I 


P I 


P I 


 
 
 
 
 
 
 
 
 


 
 


 
 


 


 


 
 
 
 
 
 
 


 
 


 
 
 
 
 
 


 
 


 


 


 


 
 
 
 
 
 


 
 


 
 


 
 
 
 
 


   
 
 


 


 


 


 


 
 
 
 
 


 
 
 
 


 
 


 
 
 


 


Signs and Symptoms  
 
� Heart rate: Adult > 150bpm 


         Child > 180bpm 
         Infant > 220bpm 


� QRS < 0.12 sec 
� Dizziness/syncope 
� Chest pain 
� Shortness of breath 
� Palpitations 
� Altered mental status 


 


History 
 
� Medications: 


o Diet pills 
o Thyroid medication 
o Decongestants 
o Digoxin 


� Stimulant use 
o Caffeine 
o Cocaine 
o Amphetamine 


� Recent exertion 
� History of SVT or other 


dysrhythmia 
� History of palpitations 


 


Differential 


� Sinus tachycardia 
� Atrial fibrillation/flutter 
� Multifocal atrial tachycardia 
� WPW 
� Vtach 
� Sick sinus syndrome 
� Myocardial infarction 
� Electrolyte imbalance 
� Fever, pain, anxiety 
� Hypovelemia 
� Drug effect/overdose 
� Hyperthyroidism 
� Pulmonary Embolus 


 


Pearls  


� Monitor for respiratory 
depression and hypotension 
associated with Midazolam  
(Versed® ). 


 
� Continuous pulse oximetry and 


cardiac monitoring is required 
when available for all SVT 
patients. 


 
� Record a rhythm strip during 


administration of Adenosine  
(Adenocard® ) when practical. 


 
� With markedly elevated heart 


rates, it may be difficult to 
distinguish SVT from a-fib/flutter. 


 
� Adenosine (Adenocard® )  may 


briefly slow afib or a-flutter to 
allow rhythm recognition. 


 
� Patients with sinus tachycardia 


may benefit from a fluid bolus or 
pain management as indicated. 


 
� Consult medical control prior to 


sedation or cardioversion for 
Afib/SVT to verify 
appropriateness (note this is 
different from approach to 
unstable VTach) 


 
� Immediate administration of a 


10 to 20 ml fluid bolus following 
each dose of Adenosine  
(Adenocard® ) is key to ensuring 
the medication’s effectiveness. 
 


Follow general directive #3,  
Orders for all Patients.  


Establish an IV of Normal Saline and 
infuse at a rate of KVO. Initiate cardiac 
monitoring and acquire 12 lead EKG.  


Is patient unstable? 
("Pre-arrest" with 


Decreased level of 
consciousness or 
hypotension/poor 


perfusion) 


Is A-Fib/ A-Flutter 
suspected? 


Have the 
patient 
attempt 
Valsalva 


maneuver. 


Adenosine  
(Adenocard® ) 
0.1mg/kg  up 


to 6 mg fast IV 
immediately 
followed by a 
10 to 20 ml 


bolus. 


If the SVT 
rhythm does 


not convert in 1 
min, administer 


Adenosine 
(Adenocard® ) 
0.2mg/kg  up to 


12 mg FAST 
IV. 


If there is still no conversion in 1 
min., repeat previous dose  
Adenosine (Adenocard® ) 


FAST IV one time. 


Consider (if 
not A-Fib or 


AFlutter) 
Adenosine  


(Adenocard® ) 
treatment 


while 
preparing for 
synchronized 
cardioversion. 


Administer 
Midazolam 
(Versed® ) 


0.05mg/kg  up 
to 2.5mg IV if 
the patient is 
conscious. 


Deliver 
synchronized 
cardioversion  
0.5J/kg then 
1-2J/kg PRN  


Adults use 
100J, 200J, 


300J then 360J 
PRN. 


Perform 12 
Lead ECG after 


conversion. 


(I) (P) 


  WARNINGS 


Do not administer Metoprolol  
(Lopressor®)  if SBP is less 
than 90 mmHg, heart rate less 
than 60 bpm, rales, presence of 
2nd or 3rd degree heart block. 
Use caution if history of Asthma 
or COPD. 


! 


  Performance Indicators 


� Document all rhythm changes 
with monitor strips and obtain 
monitor strips with each 
therapy. 


� Goal is normalization of HR 
while maintaining adequate BP. 


Adults only 


No 


No 


Yes 


Yes 


(I) (P) 


Care: Adults and Pediatrics  
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V-Fib or Pulseless Ventricular Tachycardia  
 


Cardiac Emergencies Protocol 9
 


Performance Indicators  


P I  
 


 
 


 


 


 
 Shock at 2J/kg up to 200 joules and 


immediately resume 2 min. of CPR. 
Establish IV/IO of Normal Saline and 
initiate 20ml/kg up to 1000 ml bolus. 


 
Check 
rhythm 


Refer to 
appropriate 


protocol based on 
rhythm. 


Refer to 
appropriate 


protocol based on 
rhythm as needed. 


Supportive care 
with goal of SBP 


>90.   
 


If runs of V-Tach, 
refer to Cardiac 


Emergencies # 11 
Ventricular 


Tachycardia (with 
pulses). 


 
Refer to Cardiac 


Emergencies 
Protocol # 7 
Hypotensive 
Emergencies  
as needed . 


 
 
 


Rhythm 
change? 


If still VFib/VTach:  
 


Shock at 4J/kg up to 
300J. Continue CPR 


and check rhythm 
every 2 min. 


 
Epinephrine  


(1:10,000) 0.01mg/kg  
up to 1 mg FAST IV 


followed by a 10-20 ml 
fluid bolus, repeated 


every 3 min. as long as 
the patient remains 


pulseless.  


Initiate advanced 
airway management 


when provider 
availability allows. 


Amiodarone 
(Cordarone® ) 


5mg/kg up to 300 
mg FAST IV push. 


Repeat once 5mg/kg  
up to 150 mg fast IV 


push if no rhythm 
change after 5 min. 


If rhythm unchanged, 
shock at 4J/kg  up to 
360J. Continue CPR 


and check rhythm 
every 2 min.  


If the heart rhythm converts  at 
any time treat according to the 


specific protocol. 


Signs and Symptoms  
 
� Pulseless 
� Apneic 


 
History 
 
� Preexisting cardiac disease 
� AICD 
� Trauma 


 
Differential 
 
� VTach w/ pulses 
� Asystole/PEA 
 


 


Pearls  
 
� Effective CPR and prompt 


defibrillation are the keys to 
successful resuscitation.  
Do not delay shocks for 
VF/VT every 2 minutes for 
other procedures (IV, 
airway, medication 
administration). 
 


� Minimize interruption of 
CPR and avoid 
prolonged/repeated 
attempts to secure an 
airway. 


 
� If BVM successful, 


intubation may be deferred 
until rhythm change or 
several defibrillation 
sequences have been 
completed. 


 
� Drugs should be prepared 


in advance of their potential 
use and should be 
administered to the patient 
in cardiac arrest during the 
active performance of CPR. 


 
� Endotracheal drug 


administration is 
unpredictable and 
undesirable.  If unable to 
establish IV/IO access 
promptly contact Medical 
Control for direction. 


 
� If refractory V-Tach and 


there is a high index of 
suspicion that the rhythm is 
Torsades de Pointes, 
administer Magnesium 
Sulfate 25mg/kg up to 1 
gram IV push on standing 
order. 


 
� No evidence exists to 


support the prophylactic use 
of antiarrhythmic drugs 
(Amiodarone ) after cardiac 
arrest. 


� Performance and 
documentation of proper 
resuscitative measures. 


Follow general directive #3, Orders for 
all Patients. 


 Follow Cardiac Emergencies #4 Cardiac 
Arrest. 


 


Care: Adults and Pediatrics 


 
Nonp erfusIng  


or 
Bradycardic 


rhythm 
 


Perfusing  
rhythm  


Acquire and 
transmit 12 
lead EKG. 


 


Continue shocks 
at 4J/kg  up to 
360J every 2 


minutes if rhythm 
unchanged. 
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Cardiac Emergencies Protocol 10Ventricular Assist Devices 


P I 


B 


P I E 


P I E  


Absent Blood Flow 


 


Do not delay chest compressions if 
VAD Guide allows for CPR. 


Ventilate with 100% Oxygen Initiate 
VAD Guide BLS resuscitation 


measures. 


  


Consult with Medical Control for 
medication and treatment options, 


destination determination. 


P I    E     


B    P I    E     


Inadequate Blood Flow                  
Hypo-perfusion (unrelated to VAD) 


 


Give Normal Saline 500ml IV Bolus.  


Consult Medical Control for 
medication and treatment options, 


destination determination. 


 


P I    E     


Other VAD Related Emergency 


 


Refer to VAD Guide for VAD specific 
management. 


Consult Medical Control for medication 
and treatment options, destination 


determination. 


 


 


B    P I    E     


� All devices require batteries or 
AC power at all times. 


� When dealing with a traumatic 
event, evaluate for damage to 
the VAD device and be 
suspicious for possible “internal” 
damage, consider a VAD 
capable/Level 1 Trauma Center. 


� Bring ALL backup power 
sources/extra batteries with the 
patient including their PBU 
(power base unit) with the 
Heartmate II and Heartmate XVE 
devices. 


 


� Consider conference call 
between Medical Control and 
patient’s VAD coordinator. 


� See VAD Field Guide for 
which devices utilize a hand 
pump to keep the device 
running. 


� Stabilize the VAD’s cannula, 
hoses, and tubes — prevent 
from pulling on the 
components during transport. 


� Keep spinal immobilization 
straps under the VAD 
cables/device to avoid 
possible disconnection. 
 


� It is not uncommon for VAD 
patients to be pulseless and be 
stable with adequate perfusion so 
you can not rely solely on checking 
for a pulse or pulse oximetry. 
ETC02 monitoring should be used 
to determine the presence of 
perfusion. 


� VADs are volume/preload 
dependent devices; establish IV as 
soon as practical. 


� Use overall appearance and level 
of consciousness to steer your 
assessment and decision-making. 


� A “low flow” alarm is common 
when VAD patients are in a low 
volume state and are showing 
signs of hypo-perfusion. 


� Patients may still have some 
native heart function and may 
display an unstable EKG rhythm 
while the LVAD is providing their 
circulatory support. 


� Look for other causes of 
unresponsiveness e.g. 
diabetic/OD/trauma. 
 


Signs and Symptoms 
 
� Weakness 
� Anxiety 
� Signs of poor perfusion 
� Patient may not have a palpable pulse 
� Patient may not have a blood pressure 


 


Differential 
 
� VAD suspected related emergency 
� Non-VAD related emergency 


 
 


 


Vital Signs are an unreliable tool on VAD 
patients. Circulatory status should rely on 
assessment of LOC, Skin Color & 
Temperature, ETCO2 and Capillary Refill. 


Do NOT initiate CPR compressions 
without consulting the VAD guide. 


 WARNINGS  	


History 


 
VAD implantation for one of the following 
purposes: 
� Bridge to transplant — VAD is used to 


support patients with heart failure until a 
suitable donor heart can be found for a 
heart transplant. 
 


� Bridge to recovery — VAD is used to 
support the patient’s circulation until the 
native heart recovers sufficiently, at 
which time the VAD can be removed. 
 


� End destination therapy — VAD is 
used to support the heart failure 
patient’s circulation for the rest of their 
life.  


P  


E 


A 


R 


L 


S 


 
Follow general directive #3, 


Orders for all Patients. 
 


Use VAD guide to confirm VAD type. 
 


Contact Medical Control early for 
treatment and destination decisions.  
Have VAD Guide readily available to 
review treatment plan with medical 


control. 


Assess VAD operation by listening over 
the apex of the heart.  Assess the VAD 


for battery/power status. 


Start an IV of Normal Saline at a KVO rate 


Initiate cardiac monitoring 


Care: Adults and Pediatrics 


! 


! 


! 


! 
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Ventricular Tachycardia (with puls es)  Cardiac Emergencies Protocol 11 


Performance indicators  


  WARNINGS 


P I 


P I I P 


P I 


P I 


P I 


P I 


  


 


 


 


 


 


 


 


 


 


 


 
 
 
 
 
 
 


 


Signs and Symptoms  


� Ventricular Tachycardia on ECG 
(Runs or Sustained) 


� Conscious, rapid pulses 
� Chest pain, shortness of breath 
� Dizziness/syncope 
� Palpitations 
� HR usually 150-160 bpm, may be 


much higher in peds. 
� QRS > 0.12 seconds 
� AICD shocks delivered 
 


History 


� Medications, diet, drugs 
� Syncope/near syncope 
� AICD/pacemaker 
� Previous cardiac event 
 


Differential 


� SVT/afib with aberrant conduction 
� Artifact/device failure 
� Acute coronary syndrome 
� Endocrine/metabolic 
� Hyperkalemia 
� Drugs 
� Pulmonary 
� Torsades de Point 


Pearls  
 
� Consider Midazolam 


(Versed® ) IM for sedation if 
unable to secure IV access or 
patient condition dictates. 


� For witnessed/monitored 
ventricular tachycardia, try 
having the patient cough. 


� Engage the synchronizer prior 
to each cardioversion attempt 
for monomorphic VT.  If unable 
to synchronize, use 
unsynchronized defibrillation 
dose. 


� Check the patient’s pulse and 
cardiac rhythm following each 
cardioversion attempt. 


� If the patient does not have an 
“R” wave discernable from the 
“T” wave, use defibrillation 
starting at 100 Joules. 


� When administering, 
Magnesium Sulfate for adults: 
mix 2 grams in 250 ml NaCl to 
run wide open using a microdrip 
(60 gtts/ml) set over 10 min.  


� If presumed hyperkalemia (renal 
failure, dialysis, etc), administer 
1 to 2 amps of Sodium 
Bicarbonate.  


� When administering 
Amiodarone (Cordarone® ) for 
adults: mix 150 mg in 250 ml 
NaCl to run wide open using a 
microdrip (60 gtts/ml) set over 
10 min.  Consult medical control 
for pediatric administration. 


� On these patients, continuous 
cardiac monitoring, and SpO2 
are required, as well as vital 
signs every 5 min. 


� Refer to appropriate protocol if 
any change in rhythm. 


� Unstable patients require 
emergent cardioversion.  Do not 
delay treatment of unstable 
patients to obtain IV access. 


 
� Prompt recognition and 


treatment of unstable patients in 
V-Tach. 


 
� Pulse check and rhythm strips 


recorded after every drug and/or 
cardioversion attempt. 


Exercise judgment and caution 
when sedating unstable patients 
and do not delay cardioversion. 
 
In patients with a perfusing rhythm, 
caution must be exercised to not 
administer Amiodarone 
(Cordarone®)  in less than 10 min. 
as it may result in 
bradycardia/hypotension. 
 
Do not delay cardioversion in 
unstable patients.  If difficulty 
securing IV access, may proceed 
directly to cardioversion. 
 


! 


! 


Follow general directive #3,  
Orders for all Patients 


Establish an IV of Normal Saline and 
infuse at a rate of KVO.   


Initiate cardiac monitoring. 


Is patient unstable? 
("Pre-arrest" with 


decreased level of 
consciousness or 
hypotension/poor 


perfusion) 


Perform 12 Lead 
ECG.  Transmit 12 


lead and consult with 
medical control  


regarding rhythm.  If 
suspect SVT/Afib 


with aberrancy, refer 
to Cardiac 


Emergencies 
Protocol # 8.  If 
suspect V-Tach:  


Administer 
Amiodarone 


(Cordarone® ) 
5mg/kg up to150 


mg SLOW IV 
(over 10 min.) 


If no response: 


 


Repeat the dose 
once of 


Amiodarone  
(Cordarone® ) 


SLOW IV (over 10 
min.) 


After conversion 
perform 12-Lead 


ECG. 


. Consider 
Midazolam 
(Versed® ) 


0.05mg/kg  up 
to 2.5 mg IV if 
the patient is 
conscious. 


Administer 
escalating 


synchronized 
cardioversion at 
0.5J/kg then 1-


2J/kg PRN . 
 Adults use100J, 
200J, 300J, 360J 


PRN. 


If the rhythm persists, 
the patient remains 


unstable and there is a 
high suspicion of 


Torsades de Pointes 
(polymorphic V-Tach), 
Consider Magnesium  
Sulfate 25mg/kg up to 
2 grams IV drip over 10 


minutes. 


After conversion 
perform 12-Lead 


ECG. 


Care: Adults and Pediatrics 


! 


! 


! 


Yes No 


! 


! 

























  Loudoun County Emergency Medical Services Advisory Council, Inc.   
 


General Directive # 2 
 


Office of the Medical Director 
 
 


Origin: 01/05 
Revision: 08/12 


 
 


The Office of the Medical Director shall provide professional guidance, oversight 
and direction to the Loudoun County EMS system for emergency medical 
services administrative, operational, training and dispatch policies and protocols. 


 
Members of the Office of the Medical Director shall be: 


 


 
 


John I. Morgan, MD, FACEP 
Operational Medical Director and Physician Course Director 


 
Leo C. Kelly, PA 
Assistant Medical Director 


 
Jose V. Salazar, EMT/P 
Assistant Medical Director 


 
Jay J. Brown 
Coordinator - Medication and Lock Security System 


 
The following are the responsibilities of the members of the Office of the Medical 
Director: 


 
Operational Medical Director/Physician Course Director– John I. Morgan, MD 


 
1. Must meet OEMS guidelines for Operational Medical Director and 


Physician Course Director 
2. Shall approve all EMS protocols. Will be responsible for patient care 


standards, including communications, dispatch, medical protocols and 
training. 


3. Shall be responsible for the release, corrective action or suspension of 
technicians. 
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Office of the Medical Director 
 
4. Shall serve as Physician Course Director and provide oversight of all 


training programs. 
5. Shall be available through the Office of the Medical Director for members 


of the EMS System to discuss issues. 
6. Provide focused medical leadership in the continued development of a 


comprehensive, coordinated emergency medical services system in 
Loudoun County. 


7. Serve as an advocate for high quality patient care in the EMS system. 
8. Provide an effective quality improvement program for continuous system 


and patient care improvement.  This will be accomplished through the ALS 
Committee, BLS Committee and eMIC (Emergency Medical Improvement 
Committee) in conjunction with the Office of the Medical Director. 


9. Identify and maintain liaison with stakeholders in the EMS system. 
10. Interact with regional, state, and local authorities to make 


recommendations encouraging EMS standards, needs, and requirements 
are met, and that the utilization of resources is optimal. 


11. Participate in mutual aid, disaster planning and management. 
12. Serve as non-voting member of the Fire-Rescue Commission. 
13. Shall be responsible for direct observation and evaluation of technicians 


and students. 
14. Serve as liaison with physicians and hospital staff. 
15. Serve as a member of the LCEMSC. 
16. Serve as a member of the LCEMSC ALS and BLS Committee. 


 
 
 
Assistant Medical Director – Leo C. Kelly, PA 


 
1. Serve as liaison for the OMD for all agencies and the LCEMSC. 
2. Serve as Chairman of the LCEMSC ALS Committee. 
3. Shall provide oversight for training courses for the OMD. 
4. Shall serve as the initial contact for the OMD. 
5. Shall meet on a regular basis with the OMD. 
6. Develops policies and protocols for the OMD. 
7. Maintains liaison with stakeholders in the EMS system. 
8. Provides oversight of administrative, operational, training and dispatch 


guidelines. 
9. Works with the Coordinator of the Medication Lock and Security System to 


ensure a secure and effective system. 
10. Interacts with approved locally authorized ALS providers to provide key 


access to the medication security system of the LCEMSC. 
11. Investigates any breeches in the medication security system with the 


appropriate notification of the appropriate authorities. 
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Office of the Medical Director 
 
 
Assistant Medical Director – Jose V. Salazar, EMT/P 


 
1. Serve as the liaison for the OMD for all agencies. 
2. Provides logistical support for the OMD. 
3. Serve as the initial contact for the OMD. 
4. Maintains records for the OMD. 
5. Shall meet on a regular basis with the OMD. 
6. Interacts with regional, state, and local authorities to make 


recommendations encouraging EMS standards, needs, and requirements 
are met, and that the utilization of resources is optimal. 


7. Maintains liaison with stakeholders in the EMS system. 
8. Develops policies and protocols for the OMD. 
9. Provides oversight of administrative, operational, training and dispatch 


guidelines. 
 
Coordinator - Medication and Lock Security System - Jay J. Brown 


 
1. Shall coordinate the Medication Lock and Security System for the Office of 


the Medical Director and as representative of the LCEMSC. 
2. Shall ensure appropriate records are maintained for all keys issued to 


Loudoun County ALS System providers. 
3. Shall work with the vendor on behalf of the Office of the Medical Director 


and the LCEMSC to authorize the secure installation of all medication 
locks for the Loudoun County Pre-Hospital ALS system. 


4. Shall interact with the Chairman and Treasurer of the LCEMSC to 
authorize the payment of any costs associated with the locks, keys and/or 
installations. 


5. Repairs and installation will be authorized by the Coordinator. 
 
 
 
 
 
 
 
 
 
 
John I. Morgan, MD, OMD 


 
 
 
  08/01/2012   
Date 
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General Directive #3 
 


Orders For All Patients 
 


Origin: 09/93 
Revision: 08/12 


 
1. Verify scene safety, ensure appropriate body substance isolation (BSI), and 


follow these orders for all patients: 
A. Form a General Impression of your patient. 
B. If possible, reassure patient and inform him/her about treatment and 


obtain consent for evaluation and treatment 
C. Check responsiveness/level of consciousness (AVPU). 
D. Check airway, breathing, and circulation (ABC): 
E. Identify priority of patient and call for additional resources as needed. 


1. Requests by providers for higher ALS assistance shall be made 
considering the best needs of the individual patient and the 
availability of ALS resources. 


2. Avoid unnecessary delays on scene, ALS may be met on scene or 
enroute depending on circumstances.  


3. In some cases, the closest/quickest advanced care will be achieved 
by expedited BLS transport to the emergency department. 
 


F. Perform Focused History & Physical Exam 
1. Obtain a patient history utilizing SAMPLE and OPQRST on medical 


patients. 
2. Obtain a patient history utilizing SAMPLE and DCAP-BTLS on 


trauma patients. 
G. Obtain the following minimal data sets for baseline vital signs and repeat 


as indicated.  Initial blood pressure and pulse shall be obtained manually.   
1. Pulse (rate and quality) 
2. Respirations (rate and quality) 
3. Blood pressure 
4. Weight 
5. Skin condition 
6. Lung sounds 
7. Glasgow Coma Scale 
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Orders For All Patients 
8. Pupils 
9. Movement 
10. Sensation 
 


H. Initiate pulse oximetry and oxygen therapy as indicated. 
1. Any patient with respiratory distress should receive oxygen. 
2. Any patient whose injury or illness suggests the possibility of 


hypoxia should receive oxygen. 
3. Prehospital oxygen should generally be titrated.  Flow rates and 


means of administration shall be selected based on patient 
condition.  Patients requiring BVM shall receive high flow oxygen.  
Use of pulse oximetry (SpO2) can help guide use of supplemental 
oxygen in other patients.  Patients shall receive supplemental 
oxygen to maintain an SpO2 of at least 94% with attention to avoid 
over-oxygenation in patients with acute MI and Stroke. 


 
I. EMT-B shall evaluate blood glucose level as indicated/directed.  


EMT-E and EMT I/P may establish intravenous access, evaluate blood 
glucose level and draw blood samples as indicated/directed.   


 
J. Refer to the appropriate treatment protocol(s) as indicated by the patient’s 


condition and treat accordingly. 
1. Pediatric dosing for medication is given in weight-based form.  Use  


the Broselow® tape to guide weight-based dosing.  The listed Adult 
dose is also the maximum possible weight-based dose for a larger 
pediatric patient.  Pediatric patients shall not be given a dose in 
excess of the adult dose listed regardless of weight.  Smaller adults 
may benefit from weight based dosing as well, consult medical 
control for further guidance as needed. 
 


2. Consult medical control regarding medication safety for fetus prior 
to administering medication to pregnant patients as patient 
condition allows.                   


 
                                                 


3. Use caution when using devices such as glucometer, pulse 
oximeter, automatic BP cuffs etc.  Readings should be viewed in 
the context of the overall patient presentation and not relied upon 
exclusively for treatment decisions.                                                                                   
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Orders For All Patients 
 


K. Communicate the pertinent information to receiving facility nurse or 
communications specialist.  Consult Medical Control Physician for orders 
when required by protocol or as needed.   
Communicate the following: 


 
1. Unit Status/Unit Number and technician name (e.g., Ambulance 


6xx-1, EMT-B Jones). 
2. Patient’s age, sex. 
3. Chief complaint/problem. 
4. Concise description of present illness and/or injuries. 
5. Key vital signs (Pulse, Respiratory Rate, Blood Pressure, Level of 


consciousness and, when appropriate, SpO2, EKG rhythm and 
weight). 


6. Pertinent additional physical findings only when required. 
7. Other significant medical history (medications, past illnesses, 


allergies, etc.) only when required. 
8. Treatment rendered prior to contact with receiving facility.  


 
L. Verify any orders received and advise receiving facility of any change in 


the patient’s condition while enroute. 
M. Transport patient to the hospital or as directed by Medical Control 


Physician.  
N. Report any suspicions of Child or Elder abuse as required by law. 
O. Complete the EMS Incident Report Form as per EMS Policy #29 and 


distribute as required. 
P. Restock medications and supplies used on the call and make notations on 


the designated hospital forms or follow the appropriate procedures for 
restocking at the receiving facility 


 
 


   
________________________    ________________________ 
John I. Morgan, MD, OMD      Leo C. Kelly, PA, LCEMSC 
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Death Determination 


Origin: 09/93 
Revision: 03/10 


 


Death Determination 
 


1. ALS and BLS providers may be required to determine “presumptive death” when 


deciding whether to initiate resuscitative efforts or not. The following 


circumstances, coupled with the assessed absence of pulse and respirations, will 


serve as guidelines for determination of death in the field by the ALS/BLS 


provider: 


A. Decomposition. 


B. Lividity or dependent pooling of blood. 


C. Rigor Mortis. 


D. Drowning victim when it is reasonably determined that submersion has been 


greater than one hour. (except in cases of hypothermia). 


E. Obvious mortal injury that is inconsistent with life e.g. Decapitation, massive 


crush injury, or penetrating/blunt injury with evisceration of the heart, lung, or 


brain. 


F. The patient has a valid Durable Do Not Resuscitate (DNR) order in 


accordance with Virginia state law.   


 


2. For patients in cardiac arrest lacking any of the above mentioned signs and 


symptoms, the EMT I/P may determine death if a blunt trauma (not penetrating 


trauma) patient is found to be pulseless, apneic and without organized EKG 


activity. 


 


3. For patients in cardiac arrest from any cause who remain pulseless despite 20 


minutes of continuous EMS CPR without any return of spontaneous circulation 


and without any shocks indicated/delivered by the AED/Defibrillator, the EMT I/P 


shall consult with the appropriate ILH medical control physician to discuss 


termination of resuscitative efforts.  


 


4. In the following situations, resuscitation efforts should generally be initiated: 


A. Electrocutions  


B. Hypothermia or cold water drowning 


C. Obviously pregnant female patient 


 







5. Once death is determined, Loudoun County Dispatch must be notified and EMS 
personnel must stay on the scene to preserve potential evidence until relieved by 
Law Enforcement personnel. 


 
6. If any invasive procedures have been performed, the Medical Control Physician 


must be contacted prior to termination of efforts and the body shall be 
transported if possible. 


7. Common sense and good judgment shall be used in applying the above 
guidelines.  A complete assessment must be documented on the Loudoun 
County EMS Incident Report Form. Such documentation shall include detailed 
documentation of findings and decision-making. 


8. The decision to initiate CPR and other resuscitative efforts lies with the 
presumption that the patient is still viable.  The accepted medical standard 
assumes that when the possibility exists that the patient remains viable, and 
there are no other compelling medical or legal reasons (such as DNR) to act 
otherwise, resuscitation should be immediately initiated.  If there is ever any 
question as to whether to resuscitate or not, CPR should be initiated and Medical 
Control immediately contacted for further orders. 


9. Handling the deceased will be in accordance with law enforcement requirements.   
 


 
 
 


 
 
 
________________________    _______________________ 
John I. Morgan, MD,OMD     Leo C. Kelly, PA, LCEMSC  








Loudoun County Emergency Medical Services Council, Inc. 


**  TO BE DONE ONLY ON ORDERS OF MEDICAL CONTROL PHYSICIAN 


General Directive #5 


Destination Determination 


     Origin: 03/10                                                   
     Revision: 08/12 
Patients requiring transport shall be taken to the closest, most appropriate emergency 
department unless the Medical Control Physician directs you otherwise.  Requests by 
the patient, family or a private physician for transport to an alternate facility shall be 
directed to the Medical Control Physician for authorization.   
 
As a freestanding emergency department, The Inova Emergency Care Center Leesburg 
is well equipped to handle a broad spectrum of emergency conditions.  However, the 
following patients may benefit from direct transport to a hospital-based emergency 
department when patient stability allows (consult Medical Control Physician for further 
guidance as needed): 


• Open Fractures. 
• Patients needing blood transfusion. 
• Patients with obvious surgical emergency. 
• OB patients in active labor beyond 20 wks gestation (Notify Medical 


Control and may go directly to The Birthing Inn at Inova Loudoun Hospital 
if nature of situation is purely obstetrical). 


Specialty centers: 
Patients with certain conditions may benefit from direct transport to a specialty center as 
the closest appropriate facility, even if that destination is not the closest emergency 
department.  Critically unstable patients (e.g. impending cardio/pulmonary arrest, CPR 
in progress, failed EMS airway) should generally go to the closest emergency 
department.  Consult Medical Control Physician for guidance as needed.  
 
Certified Stroke Centers: 
Inova Loudoun Hospital 
Inova Emergency Care Center Leesburg (Cornwall) 
Inova Fairfax Hospital 
Reston Hospital Center 
Winchester Medical Center 
 
STEMI: 
Inova Loudoun Hospital 
Reston Hospital Center 
Inova Fairfax Hospital 
Winchester Medical Center 
Frederick Memorial Hospital 
 
Hyperbarics: 
Inova Mount Vernon Hospital 
George Washington University Hospital 
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                                                                                                 Destination Determination 
Trauma: 
Inova Fairfax Hospital Level 1 
Winchester Medical Center Level 2 
Washington Hospital Center Level 1 
 
Trauma Triage and Transport: 
Patients with the following criteria are authorized via standing order to be transported 
directly to a Trauma Center (or Burn Center if appropriate).  Consult Medical Control 
Physician as needed. 


Adult Patient (16 and older) Pediatric Patient  


Respiratory  
• Respiratory rate less than 10 or greater than 30  
• Assisted ventilation  
• Airway compromise 
• Flail chest  
• Unequal breath sounds  
 


Respiratory  
• Signs of respiratory distress or failure 
• Assisted ventilations  
• Airway compromise  
• Flail chest  
• Unequal breath sounds  


CNS  
• Unconscious/Unresponsive 
• GCS 13 or below  
• Deteriorating level of consciousness  
• Does not follow commands  
• Unable to move extremities (possible cord injury) 
• Altered level of consciousness and on 


anticoagulants (Coumadin) 


CNS  
• Unconscious/Unresponsive 
• Deteriorating LOC 
• Lack of spontaneous or purposeful movement 
• Unable to move extremities (possible cord injury) 
 


Cardiovascular 
• Systolic blood pressure <90 (with signs & 


symptoms of shock)  
• Heart Rate >120 (with signs & symptoms of shock) 
• Uncontrolled bleeding 


Cardiovascular  
• Evidence of poor perfusion 
• Uncontrolled bleeding 


Injuries  
• Penetrating injury to head, neck, torso or extremity 


above knee/elbow  
• Two or more proximal long bone fractures 


(Femur/Humerus) 
• Amputation proximal to wrist/ankle 
• Pelvic fracture with instability 
• Rigid or distended abdomen 
• Burns to the airway 
• Circumferential burns  
• 2nd/3rd degree burns greater than 10% BSA or to 


the face, hands, feet, groin 
• Lightning or severe electrical burns  


Injuries 
• Same as adult 


 **Consult Medical Control Physician and consider transport to the closest Emergency Department 
if unable to ventilate, traumatic cardiac arrest or no ALS available on scene or en-route. 
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Destination Determination 


1. The following trauma patients may be candidates for direct 
transport to a Trauma Center despite the lack of physiologic 
criteria above.  Consultation with MEDICAL CONTROL PHYSICIAN 
prior to transport is required. 
A. Pregnant patients over 20 weeks gestation 
B. Geriatric patients 
C. Extremities with loss of pulse, or severe crush/amputation 


above/proximal to finger/toe 
D. High mechanism of injury 


1. Adult fall >20 feet 
2. Pediatric fall>10 feet  
3. High Mechanism Auto Crash: 


a) Ejection  
b) Death of occupant 
c) Intrusion >12 inches at occupant site or >18 inches at   
any site 
d) Vehicle telemetry data consistent with high risk of injury 


4. Motorcyclist crash > 20mph  
5. Pedestrian/Bicyclist struck and thrown or run over 


E. Patients on anticoagulants (e.g. coumadin, 
pradaxa/dabigatran) or with bleeding disorders (e.g. 
hemophilia) 


F. Other circumstances based on provider judgment 
 


2. Determine method of transport when going directly to Trauma Center 
A. Determining method of transport rests with senior EMT on scene  
B. Utilize air transport ONLY if faster than ground transport or in cases of 


prolonged patient extrication.  A decision to take a patient to the trauma 
center does not mandate the use of a helicopter. 


C. Utilize ground transport to trauma center if helicopter unavailable. 
D. Consider utilizing the Level 2 Trauma Center in Winchester when 


transporting adult trauma patients ground. 
  


                              
___________________________                                ________________________  
John I. Morgan, MD, OMD     Leo C. Kelly, PA, LCEMSC 


** 
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Apply supplemental  
O2 PRN (Goal SpO2 


>94%). Monitor 
airway/ventilation.   


 


 


  


	
  


Pearls 


 Goal is effective ventilation 
and oxygenation. 


 If basic maneuvers/BVM are 
providing adequate 
ventilation/oxygenation it is 
acceptable to continue basic 
maneuvers only. 


 Treat reversible causes as 
indicated (e.g. Asthma, CHF, 
hypoglycemia, opiate 
overdose).  


 *When determining 
effectiveness of breathing, 
consider respiratory rate (too 
fast/too slow), and signs of 
hypoxia/hypoventilation. 


 Choking patients with 
complete or near complete 
airway obstruction require 
immediate and aggressive 
attempts at foreign body 
removal prior to other 
resuscitative measures. 


 Maintain c-spine stabilization 
for patients with suspected 
spinal injury. 


 Continuous pulse oximetry 
should be utilized in all 
patients with inadequate 
respiratory function. 


 Adult assisted ventilatory 
rate should be 8-10 per min. 
to maintain an ETCO2 of 30-
35. 


 Titrate supplemental O2 to 
SpO2 between 94-100% 
using nasal cannula or NRB 
mask as needed. 


 Patients in respiratory 
distress, unconscious or with 
CPR in progress shall 
receive high flow oxygen 
regardless of SpO2. 


Signs and Symptoms 


 Unconscious, unresponsive 
 Ineffective respirations, weak or gasping 


respiratory effort 
 Respiratory rate either extremely low or 


extremely high 
 Pallor, cyanosis, cool skin, diaphoresis 
 Poor chest rise 
 Diminished breath sounds 
 Low SpO2, (readings may be unreliable) 
 Elevated ETCO2 
 Abnormal heart rate 
 Audible wheezing, stridor 
 


History 


 Trauma to airway 
 Choking/aspiration 
 Prior intubation 
 Tracheostomy 
 Burns/smoke inhalation 
 


Differential 


 Loss of airway due to general 
consciousness/distress versus 
obstruction due to trauma/foreign 
body/swelling. 


 
Pediatric Pearls: 
 Target pediatric assisted ventilatory 


rate:  
 30 for Neonates 
 20 for Toddlers 
 15 for School age 
 10 for Adolescents 


 


Care: Adults and Pediatrics 


Follow General Directive #3, 
Orders for all Patients. 


Assess ventilatory status, pulse oximetry 
(and capnography if authorized). 


Is the patient breathing 
effectively*?	
  


Yes	
   No	
  


Apply high flow O2. 
Start with basic 


maneuvers: proper 
position, suctioning, 


OPA/NPA, BVM. 


Obstruction	
  
If	
  adequate	
  BVM	
  
ventilations	
  


If	
  inadequate	
  BVM	
  
ventilations	
  


Perform 
FBAO 


maneuvers per 
AHA guidelines 


Ventilate at 
age 


appropriate 
rate. Monitor 


ETCO2 if 
authorized	
  


Proceed to 
Non cardiac 
Emergencies 


#1B 
Advanced 


Airway 
Management	
  


Consider direct 
laryngoscopy.	
  


Continue to 
reassess airway 


Continue to 
reassess airway 


and monitor 
ventilations. 


If anticipate long 
transport or other 
need to protect 


airway proceed to 
Non cardiac 


Emergencies #1B 
Advanced Airway 
Management and 
consult medical 


control as needed. 


 Proper sequencing and 
escalation of airway maneuvers 
as indicated by patient 
presentation and response to 
initial measures.  
 


 Goal to maintain an ETCO2 of 
30-35” and SpO2	
  between 94-
100%. 


In non-choking adult cardiac arrest 
patients, quality CPR and early 
defibrillation are priorities. 
Proper tube placement needs to be 
verified every time patient is moved. 


!	
  


!	
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Pearls 
� Continuous ETCO2 


monitoring shall be used for 
all intubated patients and 
with King airway as 
authorized (EMT E/I/P). 


� Utilize cervical collar and 
commercial tube holder to 
maintain ET-tube placement. 


� Bougie may be utilized on 
the 1st, 2nd or 3rd attempt 
based on initial airway 
assessment. 


� Consider bi-manual 
laryngoscopy and head 
elevation to assist with 
visualization during 
intubation. 


� I/P providers should consider 
utilizing King airway if 
anticipate difficult airway or 
as a more rapid means of 
improving 
ventilation/oxygenation in 
unconscious patients. 


� Bougie will fit into size 6.0 
ETT and above 


� Consider NP airway instead 
of OP airway if anticipate 
placing ETT or King. 


� EMT-P(all ages) and EMT-I 
(non-pediatric) may elect to 
intubate first instead of using 
King airway at their 
discretion as resources 
allow. 


� **Surgical Cricothyrotomy is 
not included on the 
procedure schedule from the 
VA Department of Health for 
an EMT-I.  In the event of an 
immediate threat to loss of 
life medical control may 
authorize an EMS provider 
with specific training to 
provide care not authorized 
under existing protocol.  


 


Care: Adults and Pediatrics 


Inadequate Ventilations with basic 
maneuvers, prolonged transport or need 


to protect airway. 


All ages:  
Place King 
Airway if no 
gag reflex 
present 


(tolerating OP 
airway). 


For all ages, if 
unsuccessful 


 or elect to 
intubate: 


Attempt to 
intubate up to 3 
times. (consider 


utilizing 
Bougie). 


Ventilate at 
age 


appropriate 
rate at and 


monitor SpO2 
and ETCO2. 


Performance indicators  


 


� Timeliness of establishing 
proper ventilation regardless of 
means selected with minimal 
attempts to secure airway. 
 


� Verification of initial tube 
placement and ongoing 
maintenance as outlined above 
shall be performed and 
documented as well as tube 
size/position at teeth. 


If unsuccessful and unable to 
ventilate: Age 10 and up only, 


perform surgical cricothyroidotomy. 
 


Repeated or prolonged attempts to                          
intubate may be detrimental to patient. 
 
Cricothyroidotomy is contraindicated in 
children under10 years. 


 


  WARNINGS 


Yes 


No 


Peds: Place 
King Airway 


if no gag 
reflex 


present 
(tolerating 


OP airway). 
Adults: 


Consider 
King Airway if 
no gag reflex 


present 
(tolerating 


OP airway). 


All ages: 
Consider King 


Airway if no 
gag reflex 
present 


(tolerating OP 
airway). 


If successful 
King placement 
with improved 
ventilations, 


ventilate at age-
appropriate rate 


and monitor 
SpO2 and 
ETCO2.  


If successful 
King placement 
with improved 
ventilations, 


ventilate at age-
appropriate rate 


and monitor 
SpO2 and 
ETCO2.    


      
For pediatrics, 
if unsuccessful 
continue BLS 


efforts and 
seek 


assistance 
from higher 
level of care. 


 
For adults, if 


unsuccessful or 
elect to intubate: 


If successful 
King placement 
with improved 
ventilations, 


ventilate at age-
appropriate rate 


and monitor 
SpO2.  If 


unsuccessful 
continue BLS 


efforts and seek 
assistance from 
higher level of 


care. 


Attempt to 
intubate up 
to 3 times. 
(consider 
utilizing 
Bougie). 


Successful intubation with 
placement confirmed*? 


(P) ** 


 


Confirmation of 
Endotracheal tube 
placement: 


� *Following direct visualization 
of the ET tube through the 
cords, verify breath 
sounds/chest rise, absence of 
gastric sounds.   Quantitative 
ETCO2 is the preferred next 
step to confirm initial tube 
placement though it does 
require ongoing 
metabolism/CO2 production.  
EDD may also be used. 


� When available, continuous 
ETCO2 should be used to 
confirm initial tube placement 
and verify ongoing 
maintenance of proper 
placement throughout transport 
especially after any moves until 
transfer to ED staff. 


 


 


King LTD Sizing Chart 


Size Patient 
height 


Connector 
Color † 


Inflation 
Volume 


2 35-45 in 
 


Green 25-35ml 


2.5 41-51 in 
 


Orange 30-40ml 


3 4-5 ft 
 


Yellow 45-60ml 


4 5-6ft 
 


Red 60-80ml 


5 >6 ft 
 


Purple 70-90ml 


† Note: Connector Colors for King LTD do 
NOT correlate with Broselow® colors.  
Broselow® tape lists LMA size which 


approximates sizing for King LTD and 
may be used as a guide for pediatric 


sizing. 


 


 








Performance Indicators 


 WARNINGS 


P I E B 


P I E 


I P E 


P I E P I E 


P I E 


P I E 


P I E 


P I E B B 


 
 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 
 
 


 
 
 


 
 


 
 
 


Pearls 


 
� Patients may not have all of the 


listed signs and symptoms. 


� IV Epinephrine is administered 
over 1 min. and stopped if PVCs, 
V-Tach, or chest pain develops. 


� I/Ps should place patients on 
cardiac monitor when 
administering Epinephrine. 


� Use caution when administering 
Epinephrine to patients over 50 
years old or with a history of 
cardiac disease. 


Assist patient 
with own Epi 


Pen or Epi Pen 
Jr auto injector 


or 


Signs and Symptoms 
Mild reaction 
� Itching 


� Hives 
� Localized swelling 


Moderate reactions 
� Swelling of face, lips, tongue 
� Difficulty breathing 
� Wheezing and or stridor 
� Tachycardia 
 
Severe reaction 
� Altered Mental Status 
� Hypotension (Adult SBP < 90 mmHg) 


History 
� Previous allergic reactions 
� Exposure to known allergen 
� Recent bite or sting 
� Taking new medication 


Differential 
� Asthma 
� COPD 
� Toxic exposure 
� Aspiration/choking 
� CHF 


 
Pediatric Pearls: 
 


���� There is generally a lower threshold for 
treating pediatric allergic reactions with 
epinephrine due to a greater tolerance of 
IM epinephrine in children and the 
prevalence of severe anaphylaxis in 
children with particularly those with food 
allergies.   
 


���� Pediatric dose for Albuterol and Atrovent 
is same as dose for adults. 
 


���� Administration of Epi Pen auto injector is 
into anterolateral aspect of patient's thigh.  
 


���� Epi Pen Jr is intended for patients 15-30 
kg (33-66 lbs) and Epi Pen is for patients 
over 30 kg (66 pounds). 


 


Follow general protocol #3, 
Orders for all Patients. 


If the reaction is: 


Administer 
Benadryl 


1mg/kg up to 
50 mg IM and 


administer 
Solu-Medrol 
2mg/kg up to 
125 mg IM. 


Administer 
Epinephrine 


(1:1000) 
0.01mg/kg up 
to 0.5 mg IM. 


Reassess 
patient. 


Assist patient 
with own Epi 


Pen or Epi Pen 
Jr auto injector 


Administer 
Epinephrine 


(1:1000) 
0.01mg/kg up 
to 0.5 mg IM. 


If wheezing: If wheezing: 


Albuterol 2.5 
mg & Atrovent 


0.5 mg via 
nebulizer (all 


ages). 


Albuterol 2.5 
mg & Atrovent 


0.5 mg via 
nebulizer (all 


ages). 


Establish IV 
Normal Saline. 


Establish IV 
Normal Saline 


Normal Saline 
PRN fluid 
boluses to  


support blood 
pressure. 


Benadryl 
1mg/kg up to 
50mg IM or IV 


Solu-Medrol 
2mg/kg up to 


125 mg 
IM or IV 


Benadryl 
1mg/kg up to 
50mg IM or IV 


Solu-Medrol 
2mg/kg up 
to125 mg 
IM or IV 


Reassess patient 
and consult 


Medical control if 
no improvement. 


Reassess 


IV Epinephrine is very potent and 
should only be considered for 
patients in Anaphylaxis with 
hypotension (Adult SBP < 90 
mmHg) or severe respiratory 
distress that do not adequately 
respond to IM Epinephrine and IV 
fluid with authorization of Medical 
Control Physician. 


! 


� Proper assessment and care 
administered in timely manner. 


� Patient placed on monitor and 
strips recorded if IV 
Epinephrine is administered. 


Allergic Reactions 


Care: Adults and Pediatrics 


Non-cardiac Emergencies Protocol 2 


L o u do u n  Co u nt y  E m e r g e nc y  M e d i ca l  S e r v ice s  C ou n c i l ,  I n c .     Origin: 7/83 Revision: 2/13 


(P) (I) 


! 


If evidence of 
anaphylaxis: 
Administer 


Epinephrine 
(1:10,000) 


0.01mg/kg up 


to 0.5 mg IV. 


(B) 
Mild Moderate Severe 








  


L o u do u n  Co u n t y  E m e r g e nc y  M e d i ca l  S e r v i ce s  C ou n c i l ,  I n c .    Origin: 8/91 Revision: 2/13 


Asthma/COPD  Non-cardiac Emergencies Protocol 3 


Performance Indicators  


P I E 


P I E 


P I E 


P I E B 


P I E 


P I E 


B 


 


 
Signs and Symptoms 
 
� Shortness of breath, difficulty breathing 
� Increased work of breathing 
� Accessory muscle use 
� Prolonged exhalation, pursed lip 


breathing 
� Bilateral wheezing, rhonchi, stridor 
� Pallor and/or cyanosis 
� Cannot speak full sentences 
� Intercostal retractions 
� Tachycardia 
� Bradycardia is an ominous sign 


History  


� Asthma or reactive airway disease 
� Allergic reaction see NC # 2 
� COPD 
� CHF 
� Recent diagnosis of pneumonia, 


bronchiolitis, RSV 
� Medications, bronchodilators, steroids 
� Toxic exposure, smoke inhalation 


Differential  


� Anaphylaxis 
� CHF 
� COPD, bronchitis 
� Toxic exposure 
� Respiratory infection, ie: pneumonia 
� Aspiration 


Pearls  
 
� If tachycardia, ventricular  


ectopy, or chest pains 
develop discontinue 
Albuterol nebulizer and 
consult medical control. 


 
� I/Ps should place patients on 


cardiac monitor when 
administering Epinephrine . 


 
� When administering 


Magnesium Sulfate mix 2 
grams Magnesium Sulfate 
in 250 ml Normal Saline 
using a microdrip (60 gtts/ml) 
set over 20 min (not wide 
open). 


 
� Atrovent inhalation solution 


for nebulizer can be used 
safely in patients with peanut 
allergies. 


 
� A quiet or silent chest is an 


ominous sign of a critically ill 
asthmatic and may signal 
impending arrest.  


 
� Intubated asthmatics require 


slow respiratory rates to 
prevent breath stacking. 
 


� Use "in line" neubulizer set 
up for intubated patients or 
patients on CPAP who are 
wheezing. 


 
� Wheezing may also be a 


sign of CHF. 
 
� CPAP, Epinephrine , and 


Magnesium may be utilized 
simultaneously and be 
requested sooner for critical 
patients. 


 
� If wheezing is as a result of 


an allergic reaction, go to 
Non-cardiac protocol #2 
Allergic Reactions. 


Follow general directive #3,  
Orders for all Patients. 


Establish capnography if authorized 


Assist patient with prescribed Albuterol 
(Proventil® ) inhaler or nebulizer. 


Albuterol (Proventil® ) 2.5 mg and 
Ipratropium (Atrovent® ) 0.5 mg via 


nebulizer. 


Reassess. 
If inadequate response: 


Establish IV Normal Saline  


Administer 
Methylprednisolone (Solu-medrol® ) 


125 mg IV push or IM. 


Albuterol (Proventil® ) 2.5 mg and 
Ipratropium (Atrovent® ) 0.5 mg via 


nebulizer.  May repeat once if      
inadequate response. 


 


Reassess. 
If inadequate response: 


� Proper assessment and 
treatment is performed and 
documented. 


for 
COPD/ 
Asthma 


consider 


CPAP 5 cmH20 


for 
Asthma consider 


consider 


Epinephrine 0.5 mg IM 


for 
Asthma Magnesium 2 grams IV 


drip over 20 min. 


(E) (I) 


(I) 


(P) 


(P) 


Care: Adult Patients only 








Behavioral Emergencies


PearlsCare


L o u d o u n  C o u n t y  E m e r g e n c y  M e d i c a l  S e r v i c e s  C o u n c i l ,  I n c .


Non-cardiac Emergencies Protocol 4


Origin: 3/10     Revision: 


Provider safety is paramount: 
Providers must leave themselves 
an exit. Be aware of any possible 
weapons.
If EMS providers believe they are 
in danger at any time they will 
leave the area for a safe location 
and will advise others on scene 
to do the same.
When practical, do not allow the 
patient to be alone. 
Generally one provider should 
communicate with the patient. 
Use non-threatening language, 
tone of voice and posture.
The potential for violence is 
greater if violence has already 
occurred, there is a mob 
mentality or alcohol/drugs have 
been used.
Sedated patients must have 
supplemental oxygen applied 
and should be monitored with 
ECG, SPO2, and ETCO2.
Consider the patient may also 
be a victim of abuse or neglect.
Remain objective, keep your 
emotions in check; remember 
this is a patient not an adversary.
Do not be complacent with 
behavioral patients as they may 
have co-existing medical 
problems.
If possible have a female provider 
care for a female patient.
Consider utilizing additional 
personnel so the AIC will not be 
alone with the patient during 
transport.
Ask the suicidal patient direct 
questions about their intentions 
to hurt themselves or others, 
what plans they have, and if they 
have taken any actions to hurt 
themselves (injury/overdose). 
Severe agitation and struggling 
may lead to acidosis and/or 
elevated potassium levels. 
Consider sodium bicarbonate 
and fluid therapy for cardiac 
arrest in this scenario.


General impression
   Visibly agitated
   Pacing
   Clenched fists
   Yelling
   Glaring
Mental status
   Confused
   Disoriented to person, place,
   time or events
   Irrational or delusional, hallucinating


PIEB


Acute emotional crisis
Expressed suicidal, homicidal or 
assaultive intentions
Mind-altering substance use
Medical alert tag
Dementia or Alzheimer’s disease
Diagnosed psychological disorder, 
bipolar, schizophrenia, anxiety, 
depression
Recent behavioral changes
Trauma


Hypoglycemia
Head injury
Hypoxia
Hypotension
Drug or alcohol intoxication
Seizure/post ictal
Infection 
Alcohol withdrawal syndrome


Verbal de-escalation attempted.
Differentials/medical conditions 
addressed.
Assessment or attempts at 
assessment.
Document rationale for restraint 
or sedation and patient 
response.


Performance indicators


PIEB


PIEB


Physical and chemical restraint 
should only be used when other 
options have failed to prevent patient 
from harming themselves or others. 
Do not restrain in the prone position. 
Restrained/sedated patients require 
constant monitoring and frequent 
reassessment. 
Do not give Haloperidol (Haldol®) to 
a combative patient resulting from a 
head injury.


!


WARNINGS


!


!


!


!


Call for additional resources including 
law enforcement as appropriate.


Attempt verbal de-escalation.


Employ the SAFER approach:


Stabilize the situation by containing and 
lowering the stimuli.


Assess and acknowledge the crisis.
Facilitate the identification and 


activation of resources (chaplain, family,
friends or law enforcement).
Encourage patient to use resources 


and take actions in his/her best interest.
Recovery or referral — leave patient in 


care of responsible person or 
professional or transport to appropriate 


facility.


Perform a physical exam as possible, including 
vital signs/temperature and blood glucose.


Restraint for behavioral emergencies:


Call for law enforcement immediately, 
law enforcement must be consulted 


when a patient is restrained for 
behavioral reasons.


Physical restraint is only considered 
when verbal de-escalation has failed.
If physical restraint is required apply 


only soft restraints. Only bow knots will 
be used to tie soft restraint tethers.


Law enforcement may accompany a 
handcuffed patient in the ambulance   depending on the patient's condition.  If unable to escape a dagerous scene, EMS providers may utilize the minimum restraint necessary for self-defense until            law enforcement arrives.  


If the patient is still violent and presents 
an ongoing hazard to themselves or 


others after being restrained 
administer Midazolam (Versed®)


4 mg IM or 2mg IV. Alternative 
Haloperidol (Haldol®) 5 mg IM.


If safe to do so, follow General 
Directive #3 Orders for all Patients


(I) (P)








PIEB


Diabetic Emergencies


PearlsCare
Evaluate the patient for any 
signs or symptoms that may 
indicate a cerebrovascular insult 
(e.g., unilateral neurological 
deficit, etc.), if present refer to 
Non-cardiac Emergencies 
Protocol #12 Stroke/TIA.
Check to see if the patient has 
an insulin pump.
When administering oral 
glucose, deliver slowly, ensuring 
the patient does not aspirate the 
glucose; protect the airway and 
suction as necessary.
Alcohol intoxication can result 
in hypoglycemia.
A patient who appears 
intoxicated may be having a 
diabetic or other type of 
emergency and should be 
thoroughly assessed. 
After administration of glucose 
if the patient is alert and oriented 
x 3 and refuses transport, 
contact Medical Control 
Physician and advise the patient 
to eat.
Do not rely solely on glucometer 
reading to make treatment 
decisions.
Patients may experience 
signs/symptoms of 
hypo/hyperglycemia despite 
normal blood glucose readings.
A glucose reading < 70 mg/dL 
or > 150 mg/dL is generally 
considered to be abnormal.


L o u d o u n  C o u n t y  E m e r g e n c y  M e d i c a l  S e r v i c e s  C o u n c i l ,  I n c .


Non-cardiac Emergencies Protocol 5


Assess and document the patient’s condition 
prior to and following the administration of 
the above medications and/or interventions 


on PPCR.


PIEB


History
Diabetic
Low blood sugar
Alcohol use
Drug abuse
Ingestion/overdose


Differential
Stroke
Seizure
Drug Overdose
Hypoglycemia
Hyperglycemia
Alcohol intoxication
Cardio/pulmonary compromise, 
hypoxia, hypoperfusion 
Heat/cold emergencies
Infection/sepsis
Metabolic/electrolyte disturbance
Trauma (Head injury, hypovolemia)
Psychiatric


Origin: 7/83     Revision: 3/10


Blood sugar level determined 
before and after administration 
of glucose.


Performance indicators


Signs and Symptoms
Altered level of consciousness
Diaphoresis
Dizziness or fainting
 Combative
Hypoglycemia (cool, diaphoretic skin)
Hyperglycemia (Acetone odor, 
kussmaul respirations, signs of 
dehydration)


Patients who are taking oral 
medication for diabetes may be 
particularly susceptible to 
subsequent drops in blood glucose 
following treatment of hypoglycemia 
and should be urged to seek 
immediate medical care in the 
emergency department.


WARNINGS


!


B PIE PIE


Follow general protocol #3, 
Orders for all Patients.


If the patient has an altered 
level of consciousness or 
you suspect patient may 


have a blood sugar 
abnormality:


If resources 
permit, begin 
administration 
of one (1) tube 


of oral 
glucose.


If 
hypoglycemia 
is suspected, 


administer 
one (1) tube of 
oral glucose 
to the mucous 


membrane 
between the 
cheek and 
gum, using 


tongue 
depressor or 


bite stick.  


Administer 
2nd tube of 


oral glucose 
if the patient’s 


condition 
does not 
improve.


If 
hypoglycemia 
is suspected, 


administer 
Dextrose 50% 


25 grams 
SLOW IV.


If unable to 
establish IV 


access, 
administer 
Glucagon 
1mg IM.


If 
hyperglycemia 
is suspected, 
with signs of 
dehydration, 


deliver a 1000 
ml bolus of 


Normal Saline.


Determine blood 
glucose level


If not already 
done so, 


establish an IV 
of Normal 


Saline KVO.


!
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PIEB


Environmental Emergencies


PearlsCare
Elderly and very young are more 
prone to heat and cold 
emergencies.
With temperatures less than 
88°F ventricular fibrillation is 
common cause of death.
Handling patients gently may 
prevent v-fib. 
If temperature is unable to be 
measured, treat the patient 
based on suspected 
temperature.
Hypothermia may produce 
severe Bradycardia.
Patients stop shivering when 
body temperature is less than 
90°F.
Use of prescription medications 
or alcohol may predispose 
patients to heat emergencies.
Cocaine, amphetamines, and 
salicylates may elevate body 
temperatures.
Sweating generally disappears 
as body temperature rises above 
104°F.
Avoid causing shivering when 
attempting to cool patient as this 
will generate additional heat.
Exposure to hot/cold 
environment is possible even in 
normal temperatures.
Heat cramps: muscle cramping 
secondary to dehydration not 
associated with an elevated 
temperature.
Heat exhaustion: dehydration, 
salt depletion, dizziness, fever, 
weakness, headache, cramping, 
nausea and vomiting. Vital signs 
usually consist of tachycardia, 
mild hypotension and an 
elevated temperature.
Heat stroke: severely elevated 
temperature and altered mental 
status.


L o u d o u n  C o u n t y  E m e r g e n c y  M e d i c a l  S e r v i c e s  C o u n c i l ,  I n c .


Non-cardiac Emergencies Protocol 6


Origin: 9/93     Revision: 3/10


Patient’s temperature measured 
and reassessed after 
interventions.


Performance indicators


PI


Cold emergencies:	
Pale, cold skin	
Shivering	
Extremity pain or sensory abnormality	
Bradycardia	
Mental status changes	
Hypotension


Heat emergencies:	
Skin changes variable in	
   heat emergency	
Nausea	
Muscle cramps	
Mental status changes	
Hypotension or shock	
Seizures


Patients with heat stroke (elevated temperature and 
altered mental status) require aggressive cooling 
measures to minimize brain injury.
ACLS drugs and defibrillation are less effective in 
severe hypothermia. Discuss modifications of 
standard protocols with medical control in 
hypothermia. 
Providers should check pulse for a full minute on 
hypothermic patients.
Hypothermic patients in arrest may be salvageable 
despite prolonged down times. Initiate resucitative 
measures in hypothermic patients and coordinate 
with medical control.


WARNINGS


!


PIE


Fever/sepsis
Environmental exposure
Hypoglycemia
CNS Dysfunction
    Stroke
    Head Injury
    Spinal cord Injury
Dehydration
Medication/drug reaction
Hyperthyroidism (Storm)
Delirium tremens (DTs)
Heat cramps
Heat exhaustion
Heat stroke


Medication use
Exposure to environment possible even 
in normal temperatures
Exposure to extreme cold
Exposure to increased temperature 
and/or humidity
Extreme exertion
Time and length of exposure
Poor oral intake
Fatigue and/or muscle cramping
Extremes of age
Drug or alcohol use


PIEB


PIEB


PIEB


PIE


!


!


!


PI


What type of 
emergency does the 
patient appear to be 


experiencing?


Determine patient’s 
temperature if 


possible.


Remove from 
cold/wet environment 
and remove any wet 


clothing.


Handle patient very 
gently. Warm patient 


with blankets and 
warm packs.


Establish IV


Establish continuous 
ECG monitoring.


Follow appropriate protocol 
based on patients’ symptoms.


Remove from heat 
source and remove 


clothing.


Use evaporative 
cooling (moisten 


skin) and increase 
air flow around 


patient.


Establish an IV 
Normal Saline 
and deliver 500 


cc Bolus


Follow general protocol #3, 
Orders for all Patients.


Establish continuous 
ECG monitoring.


Cold Heat








PIEB


Obstetrical/Childbirth


PearlsCare
Document all times (delivery, 
contraction frequency and 
length)


If maternal seizures occur, refer 
to Non Cardiac Protocol #11 
Seizures.


After delivery, massaging the 
uterus (lower abdomen) will 
promote uterine contractions and 
help to control post-partum 
bleeding.


Some perineal bleeding is 
normal with any childbirth. Large 
quantities of blood or free 
bleeding are abnormal.


Efforts to keep newborn warm 
are essential.


Severe headache, vision 
changes and or RUQ pain may 
indicate preeclampsia.


In the setting of pregnancy, 
hypertension is defined as BP 
greater than 140 systolic or 
greater than 90 diastolic, or a 
relative increase of 20 systolic 
and 20 diastolic from the 
patient’s normal (pre-pregnancy) 
blood pressure.


Maintain patient in a left lateral 
position to minimize risk of 
supine hypotensive syndrome.


Pregnant patients with even 
minor blunt trauma (e.g. slow 
speed MVC) should be urgently 
evaluated by a physician 
especially after 20 weeks 
gestation.


Do not insert fingers into the 
vagina to ascertain either 
cervical dilation or crowning.


Lack of prenatal care should 
alert the provider to unknown 
complications such as multiple 
births or distressed newborns.


If the patient states that the baby 
is coming now, prepare for 
imminent delivery.


L o u d o u n  C o u n t y  E m e r g e n c y  M e d i c a l  S e r v i c e s  C o u n c i l ,  I n c .
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Accurate determination and 
documentation of APGAR score 
at 1 and 5 min. intervals.


Performance indicators


Differential
Pre-Eclampsia/Eclampsia


Placenta previa


Abruptio placenta


Spontaneous abortion


Prolapsed cord


Abnormal presentations
   Buttock/Breech
   Foot 
   Hand


Signs and Symptoms
Abdominal pain


Seizures


Hypertension


Severe headache 


Visual changes


Edema of hands and feet


Contractions


Vaginal discharge or bleeding


Crowning or urge to push


Presence of meconium


History
Pre-existing Hypertension


Prenatal care


Gravida/Para


High risk pregnancy


Gestational age/ Due date


Time contractions started and how often


Rupture of membranes


Time and amount of any vaginal 
bleeding


Sensation of fetal activity


Drug use


PIE


PIEB


PIE


PIEB


Page 1 of 3


Follow General Directive #3, 
Orders for All Patients.


No crowning:


Determine if the patient has 
vaginal bleeding or abdominal 


pain, and/or crowning.


Establish IV Normal Saline 
run at KVO.


Crowning:


Monitor and 
reassess


Document 
frequency and 


duration of 
contractions


Administer IV fluid 
wide open up to 
1,000 ml NaCl in 
the presence of 
hemorrhage or 


premature 
contractions.


If delivery is 
imminent, prepare 


the patient for 
delivery by placing 


the patient into 
Semi-Fowler’s 


position, 
administering 15 


liters of oxygen by 
nonrebreather 


mask, remove all 
clothing from the 
patient’s lower 


extremities, 
preparing the OB Kit 
and prepping the 
patient by draping 


the lower 
extremities.




















PIEB


Pain and Nausea Management


PearlsCare
In some cases, pain medication 
may facilitate extrication and 
movement of patient.
Dose ranges provided allow 
provider to select dose based 
on size of patient and pain 
severity.
Contact Medical control and 
consider use of reversal agent 
if oversedation/respiratory 
depression occurs; providers 
may elect to “premedicate” with 
antiemetic if nausea anticipated, 
particularly if patient is on 
backboard.
BLS providers should weigh the 
benefit of requesting ALS for 
pain management against any 
potential delays in transport.


L o u d o u n  C o u n t y  E m e r g e n c y  M e d i c a l  S e r v i c e s  C o u n c i l ,  I n c .


Non-cardiac Emergencies Protocol 8


Reassess patients’ pain level and continue to 
monitor vital signs, SpO2 and ETCO2.


Extremity trauma
Acute abdomen
AAA
Ectopic
Migraine headaches
Kidney stones


Origin: 12/94     Revision: 3/10


Document pain scale (1–10), 
SpO2, and vital signs before
 and after treatment.


Patient experiences pain relief.


Performance indicators


Traumatic injury
Severe abdominal pain
Severe back pain
Elevated pulse BP and/or 
respiratory rate


Musculoskeletal injury
Kidney stones
Migraines
Chronic pain PIE


Follow general protocol #3, 
Orders for all Patients.


Provide non-medication 
techniques for pain management 


as appropriate (ice packs, 
splinting, positions of comfort, 


reassurance).


Establish an IV of Normal 
Saline.


               Administer 
       Fentanyl (Sublimaze®) 
50-100 micrograms SLOW IV. 
(over 2 min.). May repeat once if 


inadequate response.
OR


Administer Morphine Sulfate 2-5 mg 
SLOW IV (over 2 min.). May repeat 


once if inadequate response.


If patient is extremely agitated,


     If nauseated or vomiting 


If the patient in consistent/severe pain 
and does not have a diminished level 


of consciousness, respiratory 
depression, hypotension (SBP


 <100mmHg), or suspected head injury:


     Administer  
   Ondansetron (Zofran®)


4 mg slow IV push


consider administration of 
Diazapam(Valium®) 2.5-5 mg
          SLOW IV push.


(I) (P)(E)


Establish SpO2 monitoring and 
consider ETCO2 monitoring.


Zofran, Fentanyl, or Morphine 
may be administered IM if unable 
to obtain IV access. 








Patients in Law Enforcement Custody


PearlsCare


L o u d o u n  C o u n t y  E m e r g e n c y  M e d i c a l  S e r v i c e s  C o u n c i l ,  I n c .


Non-cardiac Emergencies Protocol 9


Origin: 3/10     


Law enforcement may accompany
a handcuffed patient in the 
ambulance depending on the
patient's condition.


Agitated delirium is characterized 
by marked restlessness, 
irritability, and/or high fever. 
Patients exhibiting these signs 
are at a high risk for sudden 
death.


Use caution in patients with a 
history of asthma who have been 
exposed to pepper spray.


The role of EMS is not to “clear”
patients for release to law 
enforcement custody. If law 
enforcement calls for EMS 
assistance, the expectation is 
patient transport allowing for the 
standard informed consent/
refusal process as usual. Consult 
medical control in any uncertain 
circumstances.


PIEB


Traumatic injury
Drug abuse
Cardiac history
Psychiatric history


Agitated delirium secondary to 
psychiatric illness or substance abuse
Traumatic injury
Closed head injury
Asthma exacerbation
Cardiac dysrhythmia
Other causes of altered mental status


Taser probe 
removal is to be 


performed by law 
enforcement 
personnel.


Coordinate all treatments with 
patient, law enforcement, and 
medical control if necessary.


Performance indicators


External signs of trauma
Palpitations
Shortness of breath
Wheezing
Altered mental status
Intoxication/substance abuse


PIEB


PIEB


PIEB


PI


Follow General Directive #3, 
Orders for all Patients.


Determine that the scene is 
safe to enter.


If evidence of traumatic injury 
or medical illness, follow 
appropriate protocol and 


transport.


Evidence of 
Agitated 
Delirium


Consider 
following Non-


cardiac 
Emergencies 
Protocol #4 
Behavioral 


Emergencies.


Taser


Perform 
wound care 
as needed.


Pepper 
Spray


Remove 
contaminated 
clothing and 


irrigate 
face/eyes with 


copious 
amounts of 


saline.


Refer to Trauma 
Protocol #3 Eye 


injuries/complaints 
for further 


management.
Initiate cardiac 
monitoring and 


consider 
obtaining a 12 


lead if the 
patient has 


cardiac history 
or presents with 


heart 
palpitations, 


chest pain, or 
abnormal pulse.


Address the 
following situations 


as needed








PIEB


Poisonings/Overdose


PearlsCare
Consider contacting:
National Capital Poison 
Center for guidance
1-800-222-1222
and coordinate any directives 
with Medical Control.
Do not rely on patient history of 
ingestion, especially in suicide 
attempts.
Bring bottles, containers, emesis 
to ED.
Toxidromes
Tricyclic: 4 major areas of 
toxicity: seizures, dysrhythmias, 
hypotension, decreased mental 
status or coma; rapid 
progression from alert mental 
status to death.
Acetaminophen: initially normal 
or nausea/vomiting. If not 
detected and treated, causes 
irreversible liver failure.
Depressants: decreased HR, 
decreased BP, decreased 
temperature, decreased 
respirations, non-specific pupils.
Stimulants: increased HR, 
increased BP, increased 
temperature, dilated pupils, 
seizures.
Anticholinergic: increased HR, 
increased temperature, dilated 
pupils, mental status changes.
Cardiac medications: 
dysrhythmias and mental status 
changes.
Solvents: nausea, vomiting, and 
mental status changes.
Insecticides: increased or 
decreased HR, increased 
secretions, nausea, vomiting, 
diarrhea, pinpoint pupils.
Opiates: decreased respiratory 
rate, altered level of 
consciousness and pinpoint 
pupils.
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Certain toxin ingestion/exposure 
scenerios can present hazards to 
rescuers. If unfamiliar with agent, 
consult with poison center and/or 
medical control for guidance and 
consider requesting additional 
Hazmat resources.
Do not administer charcoal if patient 
has altered mental status and is 
unable to protect airway.


WARNINGS
!


Signs and Symptoms
Mental status changes
Pupil changes
Hypotension/hypertension
Respiratory rate changes
Heart rate and/or rhythm disturbances
Seizures


History
Ingestion or suspected ingestion of a 
potentially toxic substance
Substance ingested, route, quantity
Time of ingestion
Reason (suicidal, accidental, criminal)
Past medical history, medications


!


Differential
Tricyclic antidepressants (TCAs)
Acetaminophen (Tylenol) 
Depressants
Stimulants
Anticholinergic
Cardiac medications
Solvents, alcohols, cleaning agents
Insecticides (organophosphates)
Opiates


PIEB


Prompt identification of substance 
and consultation with medical 
control.


Performance indicators


PIEB PIEB


!


Page 1 of 2


PIE


PI


PIE


Follow General Directive #3 
Orders for all Patients


Obtain information to be passed on to 
Poison Control/Medical Control:
Name of toxin responsible for 


poisoning/overdose.
Amount, time and route of toxin 


(ingested, inhaled, absorbed).
Patient’s age, weight and general 


health condition.


Initiate IV access when approriate


Initiate Cardiac 
monitor when 
appropriate


If ingested 
poisons


Try to obtain 
and or identify 


ingested 
substance.


Contact Medical 
Control and 


report findings/ 
patient status.


Administer
50 grams 
Activated 


Charcoal in 
Sorbitol.


If inhaled 
poisons


Move patient  
to uncontami-
nated atmo-


sphere.


Administer 
100% oxygen 


by non-
rebreather or 


BVM.


Determine route 
of poisioning


If absorbed 
poisons


Remove any 
clothing that 


may be 
contaminated.


Decontami-
nate skin as 
appropriate.


If patient is presenting with signs of a 
narcotic overdose, with respiratory 
depression administer Naloxone


 (Narcan®) up to 2 mg SLOW IV push/IM.


Perform 
patient 


assessment 
and treat as 
necessary


Determine 
SpO2, ETCO2 
and SpCO (if 


available).


Perform 
patient 


assessment 
and treat as 
necessary


(I) (P)(B) (E)


If specific overdose 
is suspected, 


proceed to page 2


!







Poisonings/overdose


Care
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PIEB


PI


PI


PIEB


Non-cardiac Emergencies Protocol 10Page 2 of 2


Pearls
Although Bradycardia is defined 
as a pulse less than 60, 
generally aggressive treatment 
will not be necessary unless 
pulse falls below 50 with 
symptoms of hypoperfusion.


If patient 
presents 


bradycardic 
and 


hypotensive 
    administer  
Glucagon1mg
 IV push.


      Dose may 
          be repeated in
           3-5 min if not
            improved.


Consider early 
use of TCP for 
symptomatic 
Bradycardia.


Refer to 
Hypotension 


protocol if 
hypotensive.


(I) (P)


Reassess 
Patient and 


treat as 
necessary


If tricyclic anti-
depressant 
overdose


If calcium 
channel block-
er overdose


Determine type 
of overdose


If beta 
blocker 


overdose


(I) (P) (I) (P)


If patient 
presents 


bradycardic 
and 


hypertensive, 
administer


    Calcium
 Chloride1 gm
    SLOW IV 


   push.


Consider early 
use of TCP for 
symptomatic 
Bradycardia.


Refer to 
Hypotension 


protocol if 
hypotensive.


Reassess 
Patient and 


treat as 
necessary


    If patient has 
     signs of toxicity 


(Wide 
 Complex 


   Tachycardia 
   and/or 


     hypertensive), 
        administer  


    Sodium 
    Bicarbonate 


(1 m Eq/kg)
                                                                             IV push.


                                                                        


Reassess 
Patient and 


treat as 
necessary
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Seizures	
   Non-cardiac Emergencies Protocol 11	
  


Performance	
  Indicators	
  


	
  WARNINGS	
  


P	
  I	
  E	
  B	
  


P	
  I	
  E	
  B	
  


P	
  I	
  E	
  


P	
  I	
  E	
  


P	
  I	
  E	
  


 
 


 


 
 
 
SpO2 


Signs and Symptoms 
 Altered level of consciousness 
 Convulsions 
 Fever 
 Urinary incontinence 


 
 
History	
  


 Known seizure disorder or first 
time seizure 


 Medication non-compliance 
 Diabetic 
 Pregnancy 
 Alcohol/Drug abuse 
 Trauma 


 
 
Differential 


 Hypoglycemia 
 Drug overdose or withdrawal 
 Head injury 
 Meningitis 
 Eclampsia 
 Fever 
 Hypoxia 
 Metabolic/electrolyte abnormalities 
 Hyperthermia/Heat stroke 
 Brain tumor 
 CVA 
 Syncopal episode with transient 


convulsions 
 Initial phase of cardiac arrest	
  


Magnesium may cause hypotension 
and decreased respiratory drive. Use 
with	
  caution	
  at	
  higher	
  doses.	
  
	
  


 Proper focus and management of 
airway, breathing. 


 Seizure activity suppressed. 
 Blood sugar documented. 


 


Pearls	
  
 Goal is to maintain the patient’s 


airway, prevent injury, identify 
and treat the underlying cause 
and suppress the seizure 
activity. 


 ABC's and blood glucose 
management are priorities. 


 Postictal patient may present as 
combative, confused, amnesic 
unable to remember the event 
or their medical history. 


 Focal seizures with no loss of 
consciousness do not require 
treatment with Midazolam 
(Versed®) unless they progress 
to Grand Mal seizures. 


 If suspicion of Opiate overdose, 
refer to Non-cardiac 
Emergencies Protocol #10. 


 Be prepared to protect airway 
and assist ventilations 
especially if Midazolam 
(Versed®)	
  is used. 


 10mg/2ml concentration 
Midazolam (Versed®) is 
preferred for intramuscular use 
due to volume. 


 Consider trauma as cause of 
seizure or secondary to injury 
while seizing and protect c-
spine as per Trauma Protocol 
#4. 


 Patients receiving Magnesium 
require cardiac monitor. 


 For adults, when administering 
Magnesium	
  Sulfate	
  mix 5 grams 
in 250 ml Normal	
  Saline	
  to run 
wide open using a microdrop 
(60gtts/ml) set over 10 min. 


 A witnessed cardiac arrest can 
initially look like seizure activity.   
 


 
 
 


Follow general directive #3, 
Orders for all Patients. 


Assess and manage ventilatory status. 
Protect from injury. Give high flow O2 during 


seizure.  Check blood glucose. If 
hypoglycemia suspected, refer to  


Non-­‐cardiac	
  Emergencies	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  
Protocol	
  #5.	
  


	
  


If the patient has an altered level of 
consciousness (unrelated to a diabetic 


emergency): 


Establish an IV access, Monitor SpO2 
(and ETCO2 if authorized). 


. 


For active generalized (Grand Mal) 
seizures, while closely monitoring for 
respiratory depression, administer: 


Midazolam (Versed®) 	
  0.05-­‐0.1mg/kg	
  up	
  
to	
  2.5 mg SLOW IV (over 2 minutes), 


titrating to termination of seizure activity. 
Be prepared to ventilate the patient. 


 
If unable to establish IV, administer 


Midazolam ( Versed®) 0.2mg/kg up to 
5mg IM	
  


For recurring seizures or status epilepticus, 
may repeat IV or IM dose once. 


For eclamptic patients, administer 
Magnesium	
  Sulfate 5 grams IV over  


10 min. or as designated by  
Medical	
  Control  
Physician. 


Reassess and monitor patient as 
necessary. 


Care: Adults and Pediatrics 


(I)	
   (P)	
  


P	
  I	
  E	
  (B)	
  
If 3mos to 6 yrs old with presentation 


consistent with febrile seizures but now 
awake, not seizing Administer 15mg/kg  
pediatric acetaminophen if not already 


given within 4 hours. 


!	
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Stroke/TIA 
	
  


           Non-cardiac Emergencies Protocol 12 
	
  


P	
  I	
  E	
  B	
  


Performance	
  Indicators	
  


P	
  I	
  E	
  


P	
  I	
  E	
  B	
  


P	
  I	
  E	
  B	
  


P	
  I	
  


B	
   P	
  I	
  E	
  


P	
  I	
  E	
  B	
  


  


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


 
 
 
 
 
 
 
 
 
 


 
 
 
 
 
 
 
 
 


 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


 
 
 
 
 
 


 
 
 


 


Signs and Symptoms 
§ Mental status changes from baseline 
§ Focal neurological deficit affecting 


speech, vision, movement, sensation, 
coordination 


§ Headache 
§ Abnormal Cincinnati Stroke scale (facial 


droop, arm drift, speech abnormality) 
 
History	
  
§ Time of onset is critical. 
§ If exact onset unknown, determine last 


time known to have been at 
baseline/normal. 


§ Medications/allergies 
§ Drug abuse (Cocaine/amphetamines) 
§ Any recent head trauma (consider 


traumatic brain injury and refer to trauma 
protocol if suspected) 


§ Previous CVA/TIA 
 
If patient will arrive at stroke center within the 
4.5 hour window for potential administration 
of thrombolytic (clot-busting) drug, certain 
additional pieces of history are essential for 
receiving physician. Without delaying 
transport, attempt to determine the following 
from patient (or family members if patient 
unable to communicate): 
§ Has this patient had major surgery, heart 


attack or a stroke within the past 3 
months? 


§ Did the patient have a seizure at the 
onset of the stroke symptoms? 


§ Does this patient have a history of 
intracranial hemorrhage, hemorrhagic 
stroke, brain aneurysm or brain tumor? 


§ Has this patient had any serious 
bleeding problems (e.g. gi bleeding) 
within the last 3 wks? 


§ Is this patient on strong blood thinners? 
§ Coumadin®	
  (warfarin) 
§ Eliquis®	
  (apixaban) 
§ Pradaxa® (dabigatran) 
§ Xarelto®	
  (rivaroxaban) 


 
Differential 
§ Ischemic stroke 
§ Hemorrhagic stroke 
§ Traumatic brain injury 
§ Complex migraine 
§ Seizure/post ictal state 
§ Hypoglycemia 
§ Hypoxia 
§ Other toxic/metabolic/infectious causes 


of altered mental status 
 
Pediatric Pearls: 


§ Ischemic stroke is extremely rare in 
children. Provide supportive care, 
consider other causes (blood glucose, 
post-ictal, toxins, head trauma, infection) 
and consult medical control as needed 
for treatment. 


Notify	
  receiving	
  hospital	
  of	
  
suspected	
  acute	
  stroke	
  and	
  
communicate	
  if	
  within	
  4.5	
  


hour	
  time	
  of	
  onset.	
  


Pearls	
  
	
  
§ Note last time patient was 


known to have been 
normal/asymptomatic. 
 


§ If patient awoke with stroke 
symptoms present, last known 
well time is when patient went 
to sleep or prior. 


 
§ With suspected acute stroke, 


encourage family members or 
other caregivers to promptly 
come to hospital or be 
available by phone for further 
questioning by hospital staff. 


 
§ Treatment of hypertension in 


setting of acute stroke is 
controversial, consult with 
medical control physician.  


 
§ For severe hypertension, 


reasonable goal is a modest 
10-15% reduction in blood 
pressure.  


 
§ For acute strokes, optimal 


transport would be within 10 
min. of arriving at patient.  


 
§ BLS providers should consider 


transport prior to ALS arrival 
when appropriate. 
 


§ Oxygen therapy only as 
needed to maintain O2 sats 
above 94%. Avoid 
hyperoxygenation. 


§ Time of onset or time last 
known well is documented. 


§ Cincinnati Stroke scale 
performed and documented. 


§ Blood Glucose documented 
and repeated if treated. 


§ Prompt transport.  Goal: on 
scene time less than 10 
minutes. 


Follow General Directive #3, Orders for 
all Patients with focus on timely 


transport to certified Stroke Center. 


Perform Cincinnati Stroke Scale	
  


Initiate IV access	
  


Initiate cardiac monitoring	
  


Blood glucose testing	
  


For blood glucose 
below 60 


administer 1 tube 
of Glucose 
buccally. 


FOR	
  BLOOD	
  
GLUCOSE	
  IN	
  
ADULTS	
  


Below 50 
administer 


Dextrose	
  50%	
  
25 grams slow IV 


 
50-70 administer 
Dextrose	
  50%	
  


12.5 grams slow IV 


Severe 
hypertension with 
stroke symptoms 


(220/120), 
administer 
Labetalol 


(Trandate®)	
  10 
mg slow IV 


(I)	
   (P)	
  


Care: Adult Patients 








    
 


 


   Pediatric Respiratory Distress  
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P I E B 


Performance Indicators  


P I E 


P I E 


P I E 


P I E 


P I E B 


 


 


 


  
 
 
 


 


 


 


 


 


 
 


 
 
 
 
 
 


 
 
  


 


 


 
 
 


 
 


 
 


 


 


 


 
 


 
 


 
 


 


  


 


 


 


 


 
 


 


Administer 
Methylprednisolone 


(Solu-medrol® ) 
2mg/kg up to 125mg 


IV/IM. 


WARNINGS 


Alubuterol (Proventil® ) may be 
harmful in patients with heart 
disease or with HR over 200.  
Consult medical control for these 
cases. 


Follow General Directive #3,  


Orders for all Patients. 


Follow Non-cardiac Protocol # 1     


Airway Management. 


 


Wheezing 
 


Signs and Symptoms  


� Shortness of breath, difficulty 
breathing 


� Increased work of breathing 
� Accessory muscle use 
� Prolonged exhalation, pursed 


lip breathing 
� Bilateral wheezing, rhonchi, 


stridor 
� Pallor and/or cyanosis 
� Cannot speak full sentences 
� Intercostal retractions 
� Tachycardia 
� Bradycardia is an ominous 


sign 


 


History 


� Asthma or reactive airway 
disease (prior attacks, severity) 


� Cardiac problems 
� Recent diagnosis of 


pneumonia, 
bronchiolitis, RSV 


� Medications, bronchodilators, 
steroids 


� Food/medication/venom 
allergies 


� Toxic exposure, smoke 
inhalation 


Differentials  
 
� Asthma 
� Croup 
� Bronchitis/Bronchiolitis 
� Pneumonia 
� Anaphylaxis 
� Foreign body aspiration 
� CHF 
� Toxic exposure 
� Epiglottitis 
� Cystic Fibrosis 


Pearls 


� Wheezing is generally noise 
produced by lower respiratory 
tract (bronchioles). 
 


� Stridor is generally noise 
produced in upper airways on 
inspiration (larynx, epiglottis, 
trachea).  May be best heard 
with stethoscope on neck. 
 


� If wheezing is a result of an 
allergic reaction, go to Non-
cardiac protocol #2 Allergic 
Reactions. 
 


� Focal/asymmetric wheezing 
may be seen in pneumonia or 
foreign body aspiration. 
 


� A quiet or silent chest is an 
ominous sign of a critically ill 
asthmatic and may signal 
impending arrest.  


 
� Intubated asthmatics require 


decreased respiratory rates to 
prevent breath stacking. 
 


� Patients should generally be 
in a position of comfort with 
attention to allowing 
parent/guardian to remain 
with patient as appropriate. 
Separation from 
parent/guardian or an overly 
aggressive approach may  
cause anxiety and exacerbate 
respiratory distress.  
 


� Infants with nasal congestion 
may benefit from 2 gtts 
Normal Saline in each nostril 
with bulb syringe suctioning.  
 


� Magnesium administration 
requires cardiac monitor. 


 
 


Care:          Pediatric Patients only 


Assist patient with 
prescribed inhaler 


or nebulizer. 


Alubuterol (Proventil® ) 
2.5 mg  and 


Ipratropium (Atrovent® ) 
0.5 mg  via nebulizer. 


Reassess. 
If inadequate response: 


Establish IV access  


Stridor 
 


No Wheezing 
or Stridor 


 


Epinephrine  
(1:1,000) 


2mg  plus 1ml 


saline via 
nebulizer. 


If severe distress: 


Epinephrine  (1:1000) 
0.01mg/kg  up to         


0.5 mg IM. 


Alubuterol (Proventil® ) 
2.5 mg  and 


Ipratropium (Atrovent® ) 
0.5 mg  via nebulizer.  
May repeat once if 


inadequate response. 


Supportive 
care and 
Consult 
Medical  


control as 
needed. Reassess. 


If inadequate 
response or 


severe distress 
consult Medical  


control as 
needed to 


discuss use of 
steroid or IM 
epinephrine. 


 


Consider 
Magnesium  


Sulfate 25mg/kg 
up to 2 grams IV 


drip over 20 
minutes. 


(P) 


(P) 


(I) 


(I) 


� Proper assessment and 
treatment is performed and 
documented. 


! 
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Contaminated Hazmat Patient 
	
   Non-cardiac Emergencies Protocol 14	
  


P	
  I	
  E	
  B	
  


 


Signs and Symptoms 


§ ALOC 
§ Nausea/Vomiting 
§ Strange odor to breath 
§ Seizure activity  
§ GI/GU distress/pain 
§ Headache 
§ Diaphoresis 
§ Respiratory distress 
§ Burning of nose/mouth/throat 
§ Cough of unknown origin 
§ Flu-like or pneumonia-like symptoms out 


of season 
§ Rapid onset of unusual symptoms 
 
History 
 
§ Known exposure to a chemical and/or 


biological hazard 
§ Potential exposure to unknown 


substance/hazard 
§ Travel history and/or exposure to a 


person traveling to a foreign country with 
signs/symptoms of illness 


§ Intentional or Accidental ingestion of 
hazardous material (to include suicide 
attempts). 
 


Differential 
 
§ Organophosphate exposure 
§ Vesicant exposure (blister/blood agents) 
§ Nitride, Carbide, Hydride, or Phosphide 


known ingestion 
§ Respiratory irritant exposure 
§ Ingestion of pesticides of various types 


(consult with manufacturer if possible) 
§ Biological signs/symptoms or known 


exposure (Small Pox, Plague, Avian Flu) 
§ Anthrax (not initial spore contact but 7-


14 days after with virus signs/symptoms) 
 


Follow general protocol #3, 
Orders for all Patients. 


 


 


Non-HazMat 
Personnel 


 
Consult HazMat 


team  
 


Don PPE w/ 
SCBA as 


appropriate 
 


Monitor vitals, 
EKG, & initiate 
IV/IO access if 
safe to do so 


 
Make contact with 


the most 
appropriate ER 


 
Contain scene 


and any exposed 
bystanders as 


needed, 
ventilation may be 


appropriate 


Conscious patients being placed in ISO-
POD™ will likely require sedation. For 


adults, administer Midazolam (Versed®) 
4mg IM or 2mg IV.  Alternative Haloperidol 


(Haldol®) 5mg IM. 


Reassess	
  patient	
  and	
  continue	
  to	
  
monitor	
  vital	
  signs,	
  SpO2	
  and	
  ETCO2.	
  


Performance	
  Indicators	
  
§ Early recognition and request 


for appropriate resources.	
  


Pearls	
  
 
§ Follow HazMat 


recommendations for 
decontamination and use of 
PPE. Patient decontamination 
shall be completed prior to 
transporting. 


§ Air transport for contaminated 
patients is not recommended.  
Utilize ground transport for 
patients in ISO-POD™. 


§ For exposure events with 
multiple patients, have ECC 
notify local hospitals to 
anticipate self-transports and 
initiate lockdown procedures. 


§ Notify RHCC of any HazMat 
involving a patient 
decontaminated in the field or 
use of the ISO-POD™ from a 
chemical or biological event. 


§ For events where multiple 
patients have possibly been 
exposed, request CHEMPAK to 
the scene. 


§ To obtain product information 
and risks to patient and 
bystanders, Contact: Chemtrec 
800-424-9300 and/or Poison 
Control 800-222-1222,  


§ For situations involving multiple 
patients, select the patient(s) 
most at risk for causing 
secondary contamination for 
use of the ISO-POD™. 


§ **ISO-POD™ is generally not 
for use in cardiac arrest 
situations unless otherwise 
directed by Medical Control.   


§ If used for patients exhibiting 
respiratory distress/arrest 
refractory to other intervention, 
consider securing airway prior 
to placement in the ISO-
POD™. 
 


(I)	
   (P)	
  


Ensure scene safety & proper PPE 


Early consult with HazMat Team 


Obtain history of exposure & observe for 
specific toxidromes. 


Initiate triage and/or decon as indicated. 


HazMat 
Personnel 


 
Don 


CPE/PPE/SCBA 
as appropriate 


 
Ensure proper air 


monitoring 
 


Initiate 
interventions 


outlined in HMPP 
prior to securing 
in ISO-POD™ 


 
Research 


toxidrome and 
initiate treatments 
as appropriate & 


recommend 
appropriate 


destination ER  
 








PIEB


Burns


PearlsCare
Critical burn patients include: 
Partial or full thickness burns 
involving hands, feet, face or 
genitilia.
Respiratory burns.
Partial or full thickness burns
> 10% of body surface.
Circumferential burns to 
extremities.
Lightning or severe electrical 
burns.


L o u d o u n  C o u n t y  E m e r g e n c y  M e d i c a l  S e r v i c e s  C o u n c i l ,  I n c .


Trauma Emergencies Protocol 1


Superficial (1°) red and painful
Partial thickness (2°) blistering
Full thickness, (3°) white or charred 
skin appearance 
CO or cyanide exposure


Origin: 9/03     Revision: 3/10


Complete exposure of patient.
Aggressive fluid resucitation 
and pain management as 
approriate.


Performance indicators


PIEB


Early intubation may be required 
on significant inhalation injuries, 
consider diversion to closest ED, 
or utilization of air-medical RSI.
Circumferential burns to 
extremities are dangerous due 
to potential vascular compromise 
secondary to soft issue swelling.
Burn patients are prone to 
hypothermia — never use ice to 
cool burns.
Use caution when cooling burns 
greater than 10% BSA.
Use care when cutting/removing 
clothing or PPE as there may be 
adherent skin.
Do not overlook possibility of 
multi-system trauma including c-
spine injuries.
Do not overlook the possibility 
for child abuse when dealing with 
children and burn injuries.
In a mass casualty lightning 
incident, attend to patients found 
in full arrest first (differs from 
standard START triage). These 
patients are often resuscitated 
with adequate CPR and ALS.
When dealing with chemicals, 
consult with hazmat on best 
method of decontamination. Do 
not expose EMS personnel to 
inhalation of powdered 
chemicals.


Burns, pain, swelling
Dizziness
Loss of consciousness
Hypotension/shock
Airway compromise
Singed facial or nasal hair
Carbonaceous sputum
Hoarseness/wheezing


Type of exposure
Heat
Gas
Electrical
Chemical


Inhalation injury
Time of injury
Potential spinal injury or other trauma
Loss of consciousness
Lightning or electrical explosion
Single or multiple victims
Duration of exposure
Voltage and current (AC/DC)


PIEB


PIE


PIEB


PIE


PI


PIEB


PIEB


PIE


Follow General Directive #3, 
Orders for all Patients.


Stop burning process and expose patient.
Remove rings, bracelets, and other 


constricting items if possible.
Consider spinal immobilization.


Thermal Electrical Chemical


If burn < 10% 
BSA (using 


Rule of Nines) 
cool down the 


wound with 
water or Normal 


Saline
Cover burn with 
dry sterile sheet 


or dressing.


Initiate IV 
Normal 


Saline and 
deliver 500 ml 


Bolus


Follow 
appropriate 


protocol  based 
on symptoms.


Look for 
entry/exit 


wounds apply 
dressings as 


needed.


Initiate IV 
Normal Saline 


and deliver 
500ml bolus as 


needed


Perform 12 
lead ECG and 
continuous 3 


lead 
monitoring


Initiate IV 
Normal 


Saline and 
deliver 500ml 


Bolus as 
needed


If eye(s) is 
involved, 


continuous 
saline flush 


(refer to 
Trauma 


Protocol #3 
Eye Injuries).


Determine burn severity. Critical burn patients 
should generally be directed to the Burn center at 


Washington Hospital Center
Consult with Medical Control on most appropriate 
destination and further management as needed.


What type of burn?


(if eyes are 
involved, refer 


to Trauma 
Protocol #3 Eye 


Injuries)


Consider 
Fentanyl 


(Sublimaze®) 
100-200mcg 


IV/IM or 
Morphine


5-10mg IV/IM 
(may repeat 


dose twice as 
needed)


Consider 
Fentanyl 


(Sublimaze®) 100-
200mcg IV/IM or 


Morphine
5-10mg IV/IM 


(may repeat dose 
twice as needed)


Brush off any 
visible dry 


chemicals or 
powder and 
irrigate with 


large volumes 
of saline or 
water taking 
care to avoid 
hypothermia.


Consider pain 
management
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Extremity Trauma/Hemorrhage Control	
   Trauma Emergencies Protocol 2	
  


Performance Indicators	
  


P	
  I	
  E	
  B	
  


P	
  I	
  E	
  


P	
  I	
  E	
  


	
  WARNINGS	
  


 


 
Signs and Symptoms 
 
§ Pain  
§ Swelling 
§ Deformity 
§ Altered sensation/motor function 
§ Diminished pulse 
§ Pale, delayed capillary refill 
§ Decreased extremity temperature  


 
History	
  


§ Type of injury 
§ Mechanism 


o Blunt 
o Crush 
o Penetrating 
o Amputation 


§ Time of injury 
§ Open vs. Closed Fracture 
§ Wound contamination  


 
Differential 
 
§ Abrasion 
§ Contusion 
§ Laceration 
§ Sprain 
§ Dislocation 
§ Fracture 
§ Amputation 


 


Pearls 
 
§ Control of life-threatening 


external hemorrhage 
generally takes priority over 
any other treatment. 


 
§ Commercial tourniquets 


such as the M.E.T. are 
recommended. 


§ *In a multiple casualty 
incident or obvious life 
threatening extremity 
hemorrhage, consider 
tourniquet application first.  


 
§ If no commercial tourniquet 


available, only use wide, flat 
materials such as cravats or 
BP cuffs as improvised 
tourniquets. 


 
§ Document time and location 


of tourniquet and notify 
hospital staff upon transfer. 


 
§ Wound packing with 


hemostatic gauze requires 
direct pressure to start 
control of bleeding. 
 


§ Significant blood loss may 
be concealed within 
extremity (particularly thigh). 


 
§ Finger/toe amputations are 


generally transported to 
closest emergency 
department for initial 
evaluation and treatment. 


 
§ Open fractures should 


generally be transported to a 
hospital-based (not free-
standing) emergency 
department. 


 


Follow general directive #3, 
Orders for all Patients. 


	
  
If uncontrolled bleeding, initiate immediate 
hemorrhage control in step-wise fashion: 


 
Constant direct pressure is the primary 


method of bleeding control.* 
 


If direct pressure fails to promptly control 
bleeding from extremity, use a tourniquet 


placed as proximal as possible. Tighten the 
tourniquet until the bleeding stops. 


 
For life-threatening hemorrhage that can’t 
be controlled by a tourniquet, consider use 
of a hemostatic gauze dressing. Place in 
direct contact with the source of bleeding 
and apply direct pressure followed by a 


pressure dressing. 


 
 


§ In some cases, uncontrolled 
hemorrhage from a neck or torso injury 
may benefit from use of hemostatic 
gauze. However, deeply packing 
hemostatic gauze into chest/abdominal 
cavities or into cranium is not 
recommended. Consult Medical Control 
for unclear circumstances.  


 


Isolated extremity injury?	
  


Bandage wounds and splint 
extremity as indicated. 


Elevate and apply ice to 
reduce swelling.                         


If poor distal pulse, loss of 
movement or sensation, 


contact Medical Control for 
direction. 


 


	
  


YES	
  


§ Assess and document 
circulation, movement and 
sensation before and after 
immobilizing extremity.  
 


§ Prompt escalation of 
hemorrhage control 
techniques if severe bleeding. 


Care: Adult and Pediatric Patients  


NO	
  


Go to Trauma 
Protocol #4 


Major Trauma	
  


Initiate IV access if life 
or limb threatening 


event	
  


Consider medication for 
pain management. Go to Non 


Cardiac Emergency 
Protocol #8 Pain and 
Nausea Management	
  


If amputation, gently clean 
amputated part with saline, 


wrap in moist sterile dressing 
and place part in container. 


Place container on ice.	
  
! 
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Eye Injuries/Complaints


PearlsCare
Normal visual acuity can be 
present even with severe eye 
injury.
Remove contact lens 
whenever possible.
Any chemical or thermal burn 
to the face/eyes should raise 
suspicion of respiratory burn.
Tetracaine administration may 
facilitate irrigation.
BLS providers will not generally 
need to call for ALS assistance 
solely for tetracaine 
administration.
Orbital fractures raise concern 
of globe or nerve injury and 
need repeated assessments 
of visual status.
Cover both eyes to prevent 
further injury.
Use shields, not pads, for 
physical trauma to eyes. Pads 
OK for unaffected eye.
Do not remove impaled 
objects.
Maintain constant 
communication with the 
patient, especially after 
covering both eyes.
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Properly manage the patient’s 
injury without causing any 
further harm.


Performance indicators


Time of injury/onset
Blunt/penetrating/chemical
Open vs. closed injury
Involved chemicals/MSDS
Wound Contamination
Intact visual acuity


Pain, swelling, blood
Deformity, contusion
Visual deficit
Leaking aqueous/vitreous humor
Upwardly fixed eye
“Shooting” or “streaking” light
Visible contaminants
Rust ring
Lacrimation


Abrasion/Laceration
Globe rupture
Retinal nerve damage/detachment
Chemical/thermal burn
Orbital fracture
Orbital compartment syndrome
Neurological event
Acute glaucoma
Retinal artery/vein occlusion


PIEB


PIE


PIEB


PIEB


PIE


PIEB


PIE


Follow General Directive #3, 
Orders for all Patients.


If minor injury 
only (scratch, 


small/
superficial 


foreign 
body), 2 gtts 
Tetracaine 
to affected 
eye. May 


repeat once 
after 10 min. 
as needed.


If patient 
complains of non-


traumatic eye 
pain or visual 
disturbance, 
assess visual 
impairment, 


pupils, complete 
neuro exam, and 


screen for any 
unrecognized 


chemical/agent 
exposure.


Pain/visual 
complaint


2 gtts 
Tetracaine to 
affected eye. 
May repeat 


once after 10 
minutes as 


needed.


Burn/chemical 
injury


Immediate 
irrigation with 


available 
saline or water.


Refer to Non-cardiac protocol #08 
Pain Management, if needed.


Cover both eyes and 
transport. Consult medical 


control for destination 
determination if dealing 
with a severe eye injury.


Traumatic 
injury


Assess orbital 
stability and 


visual 
impairment 


(when feasible)
If eye out of 


socket, protect 
with saline 
moistened 


gauze and do 
not attempt to 
replace eye.
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Major Trauma


PearlsCare
Exam should include: Mental 
status, skin, HEENT, heart, 
lung, abdomen, extremities, 
back, and neuro.
In prolonged extrications/
serious trauma consider air 
transport for transport speed.
Severe bleeding from an 
extremity not rapidly controlled 
may necessitate the application 
of a tourniquet.
The goal when caring for a 
major trauma patient is to 
minimize scene time.
A patient with a possible head 
injury should be ventilated at 
a rate of 10 breaths/minute. In 
the presence of increased ICP,
mild hyperventilation at a rate of 20 
breaths/minute should only be 
performed until condition 
resolves.
A patient should be considered 
unstable if any of the following 
are present:


Respiratory rate < 8 or > 30
Injuries affecting breathing
Altered level of 
consciousness
GCS < 13
SBP < 90 mmHg with S/S of 
shock
Heart rate > 120 with S/S of 
shock
Signs of internal bleeding
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Consider environmental temperature 
and conditions, especially in patients 
with a prolonged extrication.


WARNINGS
! Proper completion and 


documentation of assessment.
Timely consultation with 
medical control for destination 
determination.


Performance indicators


PIEB


Time and mechanism of injury
Damage to structure or vehicle
Location in structure or vehicle
Others injured or dead
Speed and details of MVC
Restraints/protective equipment
Past medical history
Medications


Chest
Tension pneumothorax
Flail chest
Pericardial tamponade


Open chest wound
Hemothorax
Intra-abdominal bleeding
Pelvis/femur fracture
Spine fracture/cord injury
Head injury
Extremity fracture/dislocation
Airway compromise
Hypothermia


Deformities
Contusions
Abrasions
Punctures and Penetrations
Burns 
Tenderness
Lacerations 
Swelling
Altered mental status or 
unconsciousness
Hypotension or shock
Respiratory/cardiac arrest


PIE


PI


PIEB


PIE


PI


PIEB


Follow General Directive #3, 
Orders for all Patients.


Follow Trauma Protocol #6 
Spinal Injuries


No


Rapid trauma assessment and GCS
Consider rapid grou/air transport per 


General Directive #5 Destination 
Determination.


Determine vital 
signs/perfusion


Establish IV Normal Saline and 
bolus to maintain SBP > 90 mmHg. 


Consider SpCO2 monitoring


Establish cardiac monitoring


Consider:
Stabilization of long 
bone fracture
Stabilization of pelvic 
fracture
Control of external 
hemorrhage


Consider chest 
decompression if signs 
of tension pneumothorax 


are present


Yes


Is the 
patient 
stable?


Ongoing 
assessment


Consider Non-
Cardiac 


Emergencies 
Protocol #8 Pain 
Management if 


SBP > 100 mmHg 
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Smoke Inhalation/CO/Cyanide Poisoning 
 


P I E B 


P I E 


P I 


P I 


 WARNINGS  


E 
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Adults only: Consider the use of 
CPAP (5 cm H20) in moderate to 


severe cases. 


� If available, assessment and documentation 
of SpCO and ETCO2. 


� Early contact with Medical Control for 
treatment advisement and destination 
determination considerations. 


 


Performance Indicators  


The patient must be removed a safe 
distance from the environment 


Provider safety is paramount. Due 
to the potential for such patients to 
be located in an IDLH, it may be 
necessary to utilize SCBA and or 
obtain atmospheric samples prior to 
accessing the patient. Utilization of 
additional resources such as an 
engine company may be necessary 
to facilitate extrication. 
 
SPO2 readings may be unreliable in 
patients with carbon monoxide 
poisoning. 
 
 


Alubuterol (Proventil® ) 2.5 mg and 
Ipratropium (Atrovent® ) 0.5 mg via 
nebulizer if dyspnea or wheezing (all 


ages). 


Trauma Emergencies Protocol 5


Initiate cardiac monitoring.  
 Acquire12 lead if cardiac  
compromise suspected. 


Monitor patient’s ETCO2 level. Initiate 
advanced airway management as 
dictated by patient presentation. 


Establish IV access — fluid resuscitation 
shall be administered to maintain a 


systolic BP as per Cardiac Emergencies 
Protocol #7, Hypotensive Emergencies. 


Follow General Directive #3,  
Orders for all Patients. 


 
Ensure scene safety. Remove patient to 


safe environment. 
If available, monitor patient’s SpCO 


level. 
Administer high concentration O2 via 


NRB mask. 


Signs and Symptoms 
 
� Headache 
� Flu-like symptoms 
� Dyspnea on mild exertion 
� Chest Pain 
� Palpitations 
� Cardiac dysrhythmias 
� Irritability 
� Weakness/Fatigue 
� Nausea and vomiting 
� Visual disturbances 
� Lethargy or confusion 
� Gait disturbances 
� Syncope 
� Seizures 
� Respiratory arrest 
� Singed nasal hairs, facial/airway 


burns, carbonaceous sputum 
 


History 
 
� Exposure to smoke-filled environment 


� Victim of a fire 


� Space heaters/generators in enclosed 
space 


� Exposure to incomplete combustion or 
carbon based material 


� Suicide attempts 


 


Differentials 
� Generalized illness 
� Flu 
� Viral 
� Acute Coronary Syndrome 
� Stroke 
� Migraine 
� Blood sugar abnormalities 
� Other causes of altered mental status 
 


� Patients removed from a smoke filled 
environment or suspected of CO exposure 
should be assessed and treated for CO 
poisoning and possible cyanide poisoning. 


�  CO poisoning can be difficult to detect. A 
high index of suspicion is needed. 


� The handheld CO monitor or Lifepak 
monitor (if equipped) should be utilized for 
assessment of CO levels. 


� Carboxyhemoglobin readings of 10-40% 
will show variable signs and symptoms. 


� Treat any symptomatic CO exposure 
patient regardless of measured level.  
Treatment is generally indicated with 
SPCO readings >15% regardless of 
symptoms. 


� High-Flow Oxygen (10-15Lpm) is indicated 
for all patients with signs/symptoms 
consistent with CO poisoning. 


� Carbon Monoxide has a 250x greater 
affinity to hemoglobin than that of oxygen. 


� Fetus of pregnant patient is at increased 
risk due to affinity of fetal hemoglobin for 
CO.  Treat pregnant patients with CO 
exposure regardless of level. 


� Consider CO poisoning in cases of 
multiple patients from same environment 
with similar symptoms/complaints. 


� Patients who smoke may have constant 
carboxyhemoglobin level as high as10%. 


� If the patient has a 20% 
carboxyhemoglobin level, the TRUE SpO2 
will be 80% as 20% of the receptor sites 
are bound by CO (older pulse oximetry 
devices may falsely display normal SpO2). 


� Atmospheric CO monitors shall be 
maintained on the oxygen/house bag for 
all EMS Licensed vehicles. 


� Atmospheric CO monitors will be preset to 
alarm at 35ppm and 100ppm.  An alarm at 
35ppm will warrant a Fire Department (FD) 
response for investigation.  An alarm at 
100ppm will warrant FD response for 
investigation and immediate evacuation of 
personnel, and patient if possible. 


� Cyanide poisoning may also be present in 
victims of smoke inhalation and can 
present with similar symptoms. 


� Cyanide Poisoning should be considered 
for smoke inhalation victims who present 
with:  Exposure to fire smoke in an 
enclosed area, soot present around face or 
oropharynx, and an altered mental status. 


 


(B) (E) (I) (P) 


Care: Adults and Pediatrics Pearls  


! 


! 


! 


If the patient presents with an elevated 
SpCO over 15% and associated signs and 
symptoms, direct transport to a hyperbaric 


chamber may be considered. 
 


(I) (P) 


In patients with severe symptoms, 
consider treatment for Cyanide        


Poisoning utilizing 
Hydroxocobalamin (Cyanokit®)  


70mg/kg up to 5g infusion referring to 
manufacturer supplied instructions    


in consultation with Medical       
control. 


! 


E 
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Spinal Injuries


PearlsCare
Manual stabilization should not 
be released until the patient is 
fully immobilized and secured 
to a backboard.
If a patient with a possible 
spinal injury is wearing a 
helmet (i.e. motorcycle or 
bicycle) the helmet should be 
removed to maintain proper 
spinal alignment.
If a patient with a spinal injury 
is wearing a football helmet 
and shoulder pads, they should 
be left in place and only the 
face piece (cage) removed to 
access the patient’s airway.
If patient cannot be 
immobilized in a neutral, flat 
supine position, use padding 
to immobilize in position of 
comfort.
Pregnant patients over 20 
weeks should be immobilized 
supine and tilted to the left 30 
degrees to prevent supine 
hypotension syndrome.
Maintain SpO2 > 90%
GCS recheck minimum every 
10 min.
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Exercise extreme caution when 
moving a patient with a suspected 
spinal injury.


WARNINGS
!


Pain, swelling, bleeding
Altered mental status
Unconscious
Significant mechanism of injury


Other traumatic causes of 
back/neck pain


Soft-tissue injury (contusions, 
strain/whiplash)
Rib fractures
Intra-abdominal/intra-thoracic 
injuries	


Other non-traumatic causes of 
back/neck pain


Aggravations of chronic spine 
conditions/pain
Abdominal aortic aneurism
Aortic dissection
Cardiac pain
Pulmonary embolus
Kidney stones, infections


Sports injury
Time of injury
Mechanism: blunt/penetrating
Loss of consciousness
Bleeding
Evidence of multi-trauma
Prior spinal problems
   Ankylosing Spondylitis
   Kyphosis


Documentation of GCS.
Documentation of sensory/motor 
exam before and after 
immobilization.
Appropriate decision making for 
immobilization with 
documentation.


Performance indicators


PIEB


PIEB


Follow General Directive #3, 
Orders for all Patients.


The following patients should be 
suspected of having a spinal injury:
Any patient with a significant mechanism 
of blunt traumatic injury or with penetrating 
trauma to the head/neck/torso.
Any patient with minor trauma or potential 
trauma (such as unwitnessed syncope) 
who has any of the following:


Does the patient have an isolated spinal injury?


Immobilize 
patient and 


refer to Trauma 
Protocol # 04 
Major Trauma


If not already done so, manually stabilize the patient’s 
head and neck using manual stabilization. 


Apply appropriately sized cervical collar or other cervical 
stabilization. 


If the patient is suspected of having a head or spinal injury, 
found in a sitting position and is stable without any indicators 
for rapid extrication (respiratory/cardiac arrest, unconscious, 
profound shock, fire hazard, etc), a KED may be applied 
before carefully lowering and positioning patient onto a 


long spinal immobilization board.


If the patient is in a prone position, carefully log roll patient 
onto backboard for immobilization.


If the patient is in a supine position, carefully position the 
patient on to a backboard using a log roll or appropriate 


transfer device i.e.: scoop stretcher.


If patient is standing, carefully move patient to the 
backboard by using “standing take down” technique.


Consider pain management. Refer to Non-cardiac Protocol #09 
Pain Management, as necessary.


No Yes


Patient should be secured to at least 
three anchor points (legs, pelvis, 


shoulders/chest).


A complaint of neck or back pain.
Tenderness upon palpation of spine.
Altered sensorium (intoxicated patient, 
agitated/uncooperative patient, patient 
with altered mental status).
Painful distracting injuries.
Deficits in strength or sensation.








PIEB


WMD – Nerve Agent Protocol
PearlsCareSigns and Symptoms


Follow HAZMAT protocols for 
decontamination and use of 
PPE. For any patient 
requiring decontamination, 
decontamination shall be 
complete prior to 
transporting.  
For patients with severe 
symptoms not reacting to 
DuoDote administration, I/P 
providers may continue to 
administer 2 mg Atropine 
IV/IM every 3 minutes. There 
is no limit for Atropine 
dosing.
Each DuoDote kit contains 
600 mg of Pralidoxime 
(2-PAM) and 2.1 mg of 
Atropine.
The administration of 
DuoDotes in this protocol is 
generally intended for 
self-administration and buddy 
administration.
No more than three (3) 
DuoDotes should be 
administered to any one (1) 
patient.
Air transport for 
contaminated patients is not 
routinely considered safe.  
Personnel on multiple patient 
events should expect to 
ground transport all patients.  
For events with multiple 
patients, have ECC notify 
local hospitals to expect 
self-transports and initiate 
lockdown procedures.  
Notify RHCC of any HazMat 
involving more than 3 
persons decontaminated in 
the field or any 
Chemical/Biological/
Radiological event.
For a multiple patient event, 
consider requesting a 
CHEMPAK to the scene.
Carefully evaluate patients to 
ensure they are not 
experiencing exposure to 
another agent (e.g.– 
narcotics, vesicants, etc.).
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Exposure to chemical, biological, 
radiological, or nuclear hazard
Potential exposure to unknown 
substance/hazard


Prompt recognition of 
possible exposure and 
rapid response to care for 
self and/or crew members.


Performance indicators


Nerve agent exposure (e.g., VX, 
Sarin, Soman, etc.)
Organophosphate exposure 
(pesticide)
Vesicant exposure (e.g., Mustard 
gas, etc.)
Respiratory irritant exposure (e.g., 
Hydrogen Sulfate, Ammonia, 
Chlorine, etc.)


PIEB


PIEB


PIE


PI


PIE


Salivation
Lacrimation
Urination
Defectation
Gastrointestinal distress
Emesis
Miosis
Visual disturbances
Headache
Diaphoresis
Respiratory distress/arrest
Seizure activity


Follow General Directive 
#3, Orders for all Patients.


Ensure scene safety and 
proper PPE


Obtain history of exposure & 
observe for specific toxidromes.


Initiate triage and/or 
decontamination as indicated.


Initiate advanced airway 
management as needed.


Severe Exposure


(Any 2 listed 
signs and 


symptoms)


(Altered LOC, 
severe respiratory 


distress, 
convulsions, more 


than 2 listed signs & 
symptoms)


Administer three (3) 
DuoDote 


autoinjectors in rapid 
succession IM. 


Utilize both 
mid-outer thighs.


Mild Exposure


Administer one (1) 
DuoDote 


autoinjector IM in 
mid-outer thigh.


If symptoms 
worsen or do not 


improve in 10 
minutes, administer 


two (2) DuoDote 
autoinjectors 


simultaneously in 
each mid-outer 


thigh.


Initiate IV Access 
with Normal 


Saline at KVO 
rate or titrated to 
SBP of 90-100 


mmHg.


Establish ECG monitoring, 
when possible.


Initiate IV Access 
with Normal Saline 


at KVO rate or 
titrated to SBP of 
90-100 mmHg.


If seizures 
continue, treat per 


protocol 
Non-Cardiac 


Emergencies #11 
Seizures.





